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Iowa’s  College  Hill  Arts  Festival  in  Cedar  Falls. 
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Caring  For 
Iowans  For  More 
Than  50  Years. 

The  changes  in  health  care  and  health 
coverage  in  the  last  five  decades  have 
been  tremendous.  And,  through  it  all,  Blue 
Cross  and  Blue  Shield  of  Iowa  has  helped 
set  the  pace. 

All  the  while,  we  have  worked  diligently 
to  help  our  customers  get  the  most  out  of 
their  health  care  dollars,  to  provide  excel- 
lence in  service  and  to  give  our  members 
cost-efficient,  quality  benefits.  Like  Total 
Health  Network  of  Iowa  and  Family 
Health  Plan,  our  innovative  health  mainte- 
nance organizations ...  and  ALLIANCE 
Select,  our  preferred  provider  program. 

We've  worked  with  the  providers  of 
health  care  for  50  years  to  assure  Iowans 
of  affordable,  high-quality  coverage.  And 
you  can  be  sure  that  we'll  be  doing  the 
same  for  another  50  years.  It's  a tradition 
we're  proud  of ...  and  one  you  can  con- 
tinue to  count  on. 


Blue  Cross 
Blue  Shield 


President's  Privilege 


On  Decision  Making 


Divided  we  fall!  That's  not  a new  idea, 
but  I believe  in  organized  medicine,  or  I 
wouldn't  be  in  this  job. 

I think  "decision  making"  (or  the  lack  of 
it)  is  our  nation's  greatest  problem.  I also 
think  that  physicians  can  and  do  make  daily 
decisions,  often  difficult  ones.  It's  our  train- 
ing, our  nature,  our  job. 

I'm  reminded  of  a conversation  several 
years  ago  when  the  MCAT  was  being  re- 
done. A friend  of  mine  who  was  employed 
by  a major  college  testing  firm,  related  the 
following  experience.  He  said  he  had 
worked  with  educators  for  years  but  dealing 
with  doctors  on  the  new  test  was  a first.  The 
doctors  involved  would  argue  for  hours  over 
details,  only  to  come  to  agreement  and 
move  on  to  the  next  item.  He  said  the  coun- 
terparts in  other  learning  fields  argued  as 
long  but  never  reached  a consensus.  He  was 
amazed. 

As  a parent  I've  also  noticed  that  teach- 
ing decision-making  to  my  children  was 
most  difficult.  It  often  seemed  easier  to  do 
nothing  than  risk  being  wrong. 


Well,  I know  medicine  has  problems  — 
cost,  access,  rationing,  ethics  — to  name 
only  a few.  Yet  I'm  sure  that  physicians  of 
various  ideations  will  argue,  debate  and 
bicker,  and  when  the  smoke  clears,  have  a 
positive,  unified  direction.  I see  this  happen- 
ing at  every  AMA  House  of  Delegates  and  it 
is  healthy. 

Problems,  we've  got  them  — rural- 
urban,  town  and  gown,  cognitive-surgical, 
government,  liability,  entrepreneurism  and 
more.  But  voice  your  opinion,  debate  the  is- 
sues and  do  it  within  medicine  at  your 
county,  state  and  national  societies. 

Only  physicians  should  make  medical 
decisions  — now  more  than  ever!  Add  this 
to  your  New  Year's  resolutions. 


Robert  D.  Whinery,  M.D. 

President 
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Medical  Volunteerism  . . . 
You  Get  More  Than  You  Give 


ROBERT  McCOOL,  M.D. 
Clarion,  Iowa 


There  is  no  greater  reward  for  a phy- 
sician than  helping  the  people  who 
need  it  most , says  this  family  physi- 
cian who  is  making  his  fifth  trip  as  a 
medical  volunteer  to  an  impoverished 
island  in  the  south  Caribbean.  The 
photos  accompanying  this  article  also 
depict  Dr.  David  Van  Gorp,  an  Or- 
ange City  family  physician  who  vol- 
unteered his  time  in  Romania;  and 
Dr.  Craig  Schultz , a Dubuque  family 
physician  who  has  done  14  stints  as  a 
medical  volunteer  in  Haiti,  iowa  med- 
icine salutes  the  many  Iowa  physi- 
cians who  have  discovered  the  joys  of 
medical  volunteerism. 


Are  you  tired  of  the  daily  grind,  DRGs, 
l traffic  jams,  meetings  and  deadlines? 
Do  you  want  to  make  a difference  in  the 
world  without  the  distractions  of  paperwork 
and  third  party  payors? 

Maybe  it's  time  to  consider  a stint  as  a 
medical  volunteer  in  a Third  World  country. 
Africa,  Asia  and  the  New  World  are  replete 
with  areas  of  great  need.  These  countries 
would  welcome  a short  or  long-term  com- 
mitment through  which  the  native  popula- 


tion could  benefit  from  American  medical 
expertise. 

Even  periods  of  only  one  month  are  of 
great  value.  For  these  short  stays,  you  are 
expected  to  pay  the  cost  of  your  transporta- 
tion (this  is  considered  a charitable  deduc- 
tion on  your  income  tax).  Room  and  board 
are  often  available  at  a nominal  cost. 

Good  physical  health  is  a necessity.  The 
personal  health  measures  you  follow  are 
usually  recommended  by  the  permanent 
cadre  of  professionals  in  the  clinic  or  hospi- 
tal. These  include  protocols  for  malaria,  hep- 
atitis, parasites  and  AIDS. 

Some  medical  volunteer  work  is  done  in 
grim  surroundings  with  harsh  living  condi- 
tions. Obviously,  this  manner  of  helping 
others  is  not  for  everyone.  A well-balanced 
mental  maturity  will  help  you  endure  incon- 
veniences. Remember  . . . you  can  return 
home  to  your  own  comfortable  environs 
while  your  patients  must  remain. 

Initial  contact  can  be  made  with  various 
mission  groups  such  as  churches  and  volun- 
teer agencies.  Two  well  known  groups  are 
the  Catholic  Medical  Mission  Board  and 
AmDoc.  Required  credentials  include  a cur- 
rent medical  license,  passport  and  letters  of 
recommendation  from  colleagues.  Malprac- 
tice insurance  is  usually  not  required. 

Medical  practice  is  exciting  because  it  re- 
quires a great  deal  of  "hands-on"  activity. 
Sophisticated  diagnostic  equipment  is  often 
not  available,  so  you  practice  medicine  as 
you  were  taught.  A good  history  (maybe 
through  an  interpreter),  physical  examina- 
(Continued  page  10) 
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Clockwise  from  top  left:  This  little  girl  grimaces  as  Kitty 
McCool,  a medical  technician,  draws  a blood  sample. 
Mrs.  McCool,  wife  of  Clarion  physician  Robert  McCool, 
M.D.,  has  accompanied  her  husband  on  many  trips  to 
care  for  people  on  the  island  of  St.  Lucia  in  the  Carib- 
bean. Improper  diet  makes  anemia  a problem  for  the 
children  of  St.  Lucia.  . . . High  blood  pressure  is  "en- 
demic" among  the  people  of  St.  Lucia,  says  Dr.  McCool, 
who  is  shown  here  taking  the  blood  pressure  of  a patient 
at  St.  Jude's  Hospital.  The  day-to-day  struggle  to  survive 
is  not  conducive  to  good  health,  he  adds.  . . . Barber- 
shops are  hard  to  find  on  St.  Lucia's,  so  Dr.  Robert 
McCool  trusts  the  job  to  his  wife  Kitty.  This  picture  was 
taken  during  a 3-month  stint  as  medical  volunteers  in 
early  1990.  . . . People  wait  patiently  to  be  seen  in  the 
St.  Jude's  outpatient  department.  When  you  practice 
here  as  a medical  volunteer,  you  "practice  as  you  were 
taught,"  says  Dr.  Robert  McCool. 


' You  realize  that  somehow , you 
gained  more  from  the  experi- 
ence than  you  gave  in  terms 
of  your  own  sacrifice.  This  is 
the  essence  of  medical  volun- 
teer ism.' 

Robert  McCool,  M.D.,  Clarion 
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tion,  diagnosis  and  treatment  under  these 
conditions  will  dredge  up  skills  you  learned 
in  school  and  postgraduate  training.  Com- 
passion for  the  less  fortunate  will  make  up 
for  the  shortage  of  supplies  we  take  for 
granted  in  our  medical  practices  in  America. 

At  the  conclusion  of  your  tour,  you  will 
realize  that  somehow  you  gained  more  from 
the  experience  than  you  gave  in  terms  of 
personal  sacrifice.  This  is  the  essence  of 
medical  volunteerism. 

I am  serving  my  fifth  volunteer  stint  at 
St.  Jude's  Hospital  on  the  independent  is- 
land of  St.  Lucia,  one  of  the  Windward  Is- 
lands of  the  south  Caribbean.  My  wife 
works  as  a medical  technician  and  I do  gen- 
eral practice  in  the  outpatient  department. 
St.  Lucia  is  half  the  size  of  my  home  county 
(Wright)  but  has  10  times  the  population. 
This  very  poor  country  is  mountainous  with 
a rain  forest  and  the  principal  sources  of  in- 
come include  farming  and  fishing. 


'There  were  so  many  needs , we 
didn't  know  where  to  start.  It 
was  the  most  personally  reward- 
ing thing  I've  done  in  years.' 

David  Van  Gorp,  M.D., 
Orange  City 


St.  Jude's  is  a 110-bed  hospital  overlook- 
ing the  Caribbean  and  Atlantic  Oceans.  Each 
year  at  St.  Jude's  there  are  1,200  surgeries, 
1,000  deliveries  and  20,000  outpatient  visits. 
Aside  from  long-term  volunteers  who  re- 
ceive a nominal  stipend,  all  the  professional 
staff  are  volunteers  for  periods  of  1-3 
months.  The  volunteer  staff  includes  physi- 
cians, nurses,  radiology  technicians  and 
physiotherapists.  Spouses  and  children  often 
accompany  the  physicians.  Native  nurses 
and  technicians  are  well-trained  and  pleas- 
ant people  with  which  to  share  the  great 
task  of  caring  for  the  sick. 

As  a general  practitioner,  I have  the  op- 
portunity to  share  in  patient  care  with  tal- 
ented specialists  from  around  the  world. 
There  is  “state  of  the  art"  anesthesia  and  the 
radiology  department  has  a 300  MA  x-ray 
machine  and  an  ultrasound.  However,  there 
is  no  CAT  scanner  to  be  found  on  the  is- 
land. Last  year,  a cardiologist  brought  his 


Left  to  right:  Dr.  David  Van  Gorp,  M.D.,  an  Orange  City 
family  physician,  examines  a Romanian  youth.  Dr.  Van 
Gorp  spent  2 weeks  in  Romania  last  August  seeing  pa- 
tients and  speaking  at  evangelistic  meetings  at  night.  He 
was  invited  to  travel  to  Romania  with  a medical  team 
assembled  by  a Chicago  surgeon.  He  saw  40  patients  a 
day  in  a “very  primitive"  makeshift  clinic.  The  average 
Romanian  worker  makes  less  than  $30  a month  and 
there  is  no  soap,  fluoridated  water  or  hot  water. 

. . . While  in  Beius,  Romania,  Dr.  Van  Gorp  also  did 
some  medical  work  in  orphanages.  There  are  1 ,000  or- 
phans in  Beius  — a town  of  only  12,000  people.  Or- 
phanages are  rife  with  communicable  diseases  and  a 
lack  of  hygiene  and  dental  care.  Some  orphans  have 
scars  from  whippings  and  beatings,  says  Dr.  Van  Gorp. 
Dr.  Van  Gorp  is  now  recruiting  colleagues  from  Orange 
City  to  make  the  trip  to  Romania. 
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own  ECHO  machine;  EKGs  and  Swan-Ganz 
catheter  capabilities  are  available. 

During  your  stint  as  a volunteer,  you 
will  have  the  opportunity  to  enjoy  some  of 
the  most  beautiful  mountains  and  pristine 
beaches  in  the  world.  My  wife  and  I have 
formed  lifelong  friendships  on  St.  Lucia. 

If  I can  assist  any  physician  interested  in 
helping  the  unfortunate  people  in  foreign 
countries,  please  contact  me.  You  are  never 
alone  as  a medical  volunteer  and  the  whole 
world  applauds  your  efforts. 


Clockwise  from  left:  Dubuque  family  practice  physician 
Craig  Schultz,  D.O.,  has  made  14  trips  as  a medical  vol- 
unteer to  Haiti  and  plans  to  go  again  in  February.  Here, 
Dr.  Schultz  makes  a house  call  on  an  elderly  man  with 
Parkinson's  Disease.  Dr.  Schultz  first  became  interested 
in  medical  volunteerism  when  he  heard  a speaker  at  a 
Baptist  men's  retreat  in  August  of  1972.  "I  promised 
God  if  I ever  had  the  opportunity  to  serve  in  this  way,  I 
would  do  it,"  says  Dr.  Schultz.  He  made  his  first  trip  to 
Haiti  in  1973.  ...  Dr.  Schultz  checks  a little  girl  who 
has  an  ear  infection.  The  child  mortality  rate  in  Haiti  is 
incredibly  high.  . . . This  house,  which  belongs  to  the 
elderly  man  with  Parkinson's  Disease,  is  a "typical 
house"  in  Haiti,  says  Dr.  Schultz.  Haiti  is  one  of  the 
poorest  countries  in  the  western  hemisphere.  The  people 
are  plaqued  with  tuberculosis,  malaria,  typhoid,  malnu- 
trition and  intestinal  worms.  Their  life  expectancy  is 
only  about  45  years. 


'Going  to  Haiti  is  an  opportunity 
to  use  the  talents  that  God  has 
given  us  to  ease  the  suffering  of 
people  without  access  to  medi- 
cal care/ 

Craig  Schultz,  D.O.,  Dubuque 
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MERCY 

DELIVERS 


...swift patient  transport 
via  Mercy  Air  Life 

This  airborne  critical  care  center  offers 
swift  patient  transport  and  assistance  to 
hospitals  and  physicians  in  stabilization 
and  early  treatment  of  patients.  Air  Life, 
which  can  be  virtually  anywhere  in  Iowa 
within  one  hour,  is  a vital  transportation 
link  between  Mercy's  newly  expanded 
Emergency  Room  and  the  rest  of  the  state. 
Call  515-247-8777. 

...information  and  consultation, 
physician  to  physician 

Mercy's  Physician  Consulting  Service 
provides  an  effective,  efficient  way  to 
get  the  most  up-to-date  information  or 
consultation  you  desire  — from  physicians 
in  a broad  range  of  speciality  areas.  Call 
1 -800-66-MERCY,  Ext.  8655,  night  or  day. 


...information  on  your  patients 
The  Physician  Liaison  office  provides 
up-to-the-minute  information  about  your 
patients  admitted  to  Mercy  Hospital  Medical 
Center.  It  also  can  connect  you  with  other 
Mercy  services  like  Continuing  Medical 
Education. 

Call  the  Physician's  Line  — 
1-800-66-MERCY,  Ext.  8655 
for  information  about  these 
and  other  Mercy  services 
Heart  Center  • Pediatric  Heart  Center  • 
Cancer  Center  • Kidney  Center  • 
Neurosurgical  Services  • Neurological  and 
Orthopedic  Services  • Alcohol  and  Drug 
Recovery  • Special  Care  Nursery  • Eating 
Disorders  • Pain  Center  • Radiology 
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HOSPITAL 

MEDICAL 

CENTER 


Sixth  & University  • Des  Moines,  Iowa  50314 


Questions  and  Answers 


Governor  Terry  Branstad 


Health  Care  Access  in  the  1 990s 


In  November , Terry  Branstad  was 
elected  to  a third  term  as  governor  of 
Iowa.  In  this  special  essay  replacing  the 
usual  "Questions  and  Answers"  fea- 
ture, Governor  Branstad  discusses  his 
plans  for  assuring  that  lowans  have  ac- 
cess to  quality,  affordable  health  care 
in  the  coming  decade . 


Iowa's  health  care  plan  for  the  1990s  must 
address  quality  care  and  service,  especially 
in  our  rural  communities,  and  affordability 
through  health  insurance.  Access  to  afforda- 
ble, quality  health  care  is  important  to  every 
Iowan  and  helps  keep  a community  vital  and 
growing. 

Healthy  Lifestyles , 

Healthy  Communities 

Learning  about  and  practicing  healthy 
lifestyles  will  result  in  healthy  Iowa  commu- 
nities. Government  can  provide  resources  and 
expertise,  but  the  action  must  occur  at  the  local 
level.  Some  communities  in  Iowa  have  orga- 
nized to  initiate  programs  in  substance  abuse, 
child  health,  prenatal  care  and  senior  citizen 
health. 

Clearly,  health  care  is  an  integral  part  of 
a community's  quality  of  life.  We  encourage 
people  to  join  together  within  their  commu- 
nities to  develop  policies  for  a healthier  life- 
style. 


In  state  government,  we  propose  to: 

• increase  efforts  in  schools  to  provide  in- 
formation on  nutrition,  tobacco,  alcohol  and 
drugs; 

• encourage  business  and  industry  to  of- 
fer wellness  programs; 

• support  programs  and  policies  to  en- 
hance healthy  family  life; 

• continue  to  increase  programs  to  protect 
our  environment;  and 

• enact  safety  legislation  to  help  prevent 
disability. 

Access  to  Health  Care 

Health  care,  especially  in  rural  commu- 
nities, is  undergoing  change  and  communities 
will  be  challenged  to  provide  quality  service 
in  the  future. 

Our  proposals  include: 

• community  development  programs  that 
include  health  care  as  well  as  economic  de- 
velopment. Our  Office  of  Rural  Health  Care 
can  help  communities  develop  strategies. 

• continuing  to  focus  on  a quality  emer- 
gency medical  service  program; 

• developing  a program  to  encourage  more 
medical  professionals  to  practice  in  small  com- 
munities. 

Access  to  health  care  should  be  extended 
to  lowans  who  are  uninsured  or  underin- 
sured, especially  children.  We  propose  an  in- 
novative program  to  provide  more  than  90,000 
lowans  with  health  care  options: 

(Continued  next  page) 
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• new  regulations  to  hold  down  rates  and 
expand  coverage  to  more  individuals  by  au- 
thorizing pooling  by  small  businesses  for  basic 
benefit  plans; 

• establishing  a commission  to  consider 
mandated  benefits;  and 

• expanding  Medicaid  through  the  Caring 
Foundation  for  Children.  We  would  like  to 
combine  public  and  private  resources  to  ex- 
pand participation  to  children  in  families  whose 
income  falls  in  the  range  below  185%  of  the 
federal  poverty  guidelines. 

Affordability  and  Quality  of 
Health  Care 

There  are  more  steps  we  can  take  to  make 
health  care  more  affordable.  In  some  Iowa 
communities,  there  are  no  doctors  to  deliver 
babies  because  of  the  high  cost  of  medical  mal- 
practice insurance.  We  will  continue  to  take 
aggressive  action  to  put  caps  on  non-econ- 
onomic  damages  to  try  to  cut  those  rates. 

We  need  to  review  both  market  and  reg- 
ulatory practices  to  make  them  work  for  greater 
access  and  affordability  of  health  care. 


In  addition,  we  need  to  develop  a long 
term  care  plan  so  older  Iowans  can  be  reas- 
sured that  they  have  options  in  case  of  illness. 
We  must  continue  to  support  maternal  and 
child  health  programs  in  Iowa.  They  are  crit- 
ical to  the  early  prevention  of  illness. 

Iowa's  excellent  institutions  of  medical 
sciences  can  help  in  research,  professional 
training,  health  care  planning  and  policy  anal- 
ysis. We  plan  to  increase  support  for  the  in- 
stitutions so  they  can  provide  even  greater 
support  to  Iowa's  future  health  care  system. 

A Strong  and  Adaptable  Health 
Care  System 

All  Iowans  will  benefit  from  a health  care 
delivery  system  that  meets  the  challenges  of 
a changing  world  as  well  as  providing  for  to- 
day's needs.  We  encourage  private/public  fo- 
rums for  health  care  planning  that  involve  doc- 
tors and  other  health  care  providers,  payors, 
consumers  and  civic  leaders. 

It  is  important  to  set  goals  together  and 
determine  the  measurable  outcomes  we  expect 
for  our  health  system  in  the  future. 


tell  them  about  Heartland  Place. 

% 


If  someone  you  know  needs 
confidential,  professional  help  for 
an  alcohol  or  drug  addiction,  tell 
them  about  Heartland  Place,  a new 
residential  treatment  facility  of 
Mercy’s  Addictions  Recovery  Center 
(MARC)  in  Davenport. 

Part  of  MARC’s  comprehensive 
continuum  of  care,  Heartland  Place 
offers  lower  cost  treatment  in 
distinctive  surroundings. 

Find  out  more  today  about 
MARC’s  high  quality  substance 
abuse  treatment  programs.  Call  us 
at  319-383-2799,  or  toll  free  at 
1-800-383-HOSP,  for  a free  brochure 
and  videotape. 

ifi]  Mercy’s  Addictions 
Recovery  Center 

Mercy  Hospital  Davenport, 
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A BIT  OF  HISTORY  . . . Also  known  as  the  medical  department  of  the  University  of  Northwest  at  Morningside,  the 
Sioux  City  Medical  College  opened  in  1890  and  closed  in  1909.  Pictured  above  is  the  building  at  7th  and  Pierce  Streets 
occupied  by  the  college.  Pictures  and  information  courtesy  of  the  Sioux  City  Museum  and  Historical  Association  and 
Sioux  City  physician  Vern  Helt,  M.D. 


Historical  Vignette 

Hard  Times  Hinder  Plans 

Originally  known  as  the  Medical  De- 
partment of  the  University  of  the 
Northwest  at  Morningside,  the  Sioux  City 
Medical  College  was  founded  in  1890  by 
men  who  realized  its  possibilities.  Rev.  Wil- 
mont  Whitfield,  D.D.  was  president  and 
J.C.  Gilchrist,  A.M.  was  dean. 

Rev.  Whitfeld  worked  hard  for  the  Uni- 
versity of  the  Northwest  and  enterprising 
men  like  E.C.  Peters,  A.S.  Garretson,  A.M. 
Jackson  and  I.N.  Stone  gave  freely  of  their 
time  and  money  so  the  young  men  and 
women  of  the  northwest  might  receive  a 
university  education. 

When  the  memorable  hard  times  in  the 
early  nineties  came,  the  cherished  plans  of 
the  educators  could  not  be  carried  through. 
Nevertheless,  Drs.  Jepson,  Beggs,  Talboy, 
Wheeler,  Murphy  and  Hornibrook,  members 
of  the  faculty  of  the  medical  department,  de- 


cided their  department  should  continue. 
After  reorganizing  in  1893  and  adding  to  the 
faculty,  they  named  the  institution  the  Sioux 
City  Medical  College.  They  elected  a board 
of  trustees,  with  Dr.  G.W.  Beggs  as  presi- 
dent and  manager  of  the  institution. 

In  1898  quarters  which  had  been  rented 
in  different  parts  of  the  city  became  inade- 
quate, and  a building  was  erected  at  the  cor- 
ner of  14th  and  Jones  Streets.  Four  years 
later  this  too  was  found  insufficient  to  ac- 
commodate the  students,  and  it  was  neces- 
sary to  provide  another.  The  14th  and  Jones 
building  later  became  the  St.  Johns  Hospital. 

The  YMCA  building  at  the  corner  of  7th 
and  Pierce  Streets,  the  most  convenient  and 
suitable  location  in  the  city,  was  selected. 
The  post  office,  library,  churches,  boarding 
halls,  etc.,  were  within  a 3-minute  walk. 
Street  cars  passed  the  building  every  5 min- 
utes and  took  passengers  to  the  hospitals 
and  all  other  important  places  in  the  city. 

In  1891,  the  Sioux  City  College  of  Medi- 
cine was  admitted  to  the  American  Associa- 
tion of  Medical  Colleges. 
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“Nearly  1,800 
physicians 
in  Iowa  have 
a history 
with  us.” 

Your  peers  in  the  medical 
community  depend  on  the 
expertise  of  my  staff  and 
our  knowledge  of  their 
business. 

Why?  Because  they  receive 
stable,  high  limits  coverage 
backed  by  a company  with 
more  than  $11  billion  in 
assets  and  40  years  of 
experience  in  Iowa. 

Expert  service  is  provided 
by  local  claim,  underwriting 
and  legal  personnel  who 
understand  the  Iowa 
Medical  liability 
environment. 

You  can  depend  on  us  too. 
Call  your  independent  agent 
representing  The  St.  Paul. 

Or  call  me,  Frank  Westpfahl, 
Vice  President  and  General 
Manager  of  The  St.  Paul’s 
Des  Moines  Service  Center 
at  (515)  223-1057  or 
1-800-362-2480. 


Menstrually-Related 
Toxic  Shock  Syndrome 


CHARLES  HELMS,  M.D.,  Ph.D. 
Iowa  City,  Iowa 

LAVERNE  WINTERMEYER,  M.D. 
Des  Moines,  Iowa 


Cases  of  suspect  toxic  shock  syndrome 
reported  to  a state  health  department 
were  studied.  Retrospective  examina- 
tion of  53  definite  and  29  probable  cases 
of  menstrually-related  TSS  revealed  no 
significant  differences  in  mean  age, 
proportion  with  vaginal  or  cervical  iso- 
lates of  Staphylococcus  aureus,  pro- 
portion using  tampons , proportion  hos- 
pitalized and  mortality. 


The  diagnosis  of  toxic  shock  syndrome 
(TSS)  is  based  upon  a strict  case  definition 
developed  by  the  Centers  for  Disease  Control 
(CDC)  shortly  after  the  nationwide  epidemic 
of  TSS  in  menstruating  women  was  recog- 
nized.1 The  original  TSS  case  definition  was 
deliberately  restrictive  to  ensure  uniformity  and 


Dr.  Helms  is  with  the  Dept,  of  Internal  Medicine,  University  of  Iowa 
College  of  Medicine,  Iowa  City.  Dr.  Wintermeyer  is  state  epidemiologist 
with  the  Iowa  Dept,  of  Public  Health,  Des  Moines. 


accuracy  in  case  reporting  and  comparability 
between  epidemiologic  studies. 

Strict  case  definitions  of  illnesses  are  help- 
ful in  improving  specificity  of  reporting,  but 
may  be  inappropriate  for  clinical  diagnosis  and 
patient  management.  Cases  of  illnesses  de- 
scribed as  TSS  or  mild  TSS  have  been  reported 
which  do  not  fulfill  all  criteria  of  the  strict  case 
definition.220  Moreover,  early  descriptions  of 
staphylococcal  illnesses  likened  to  TSS  by  Todd 
in  his  classic  description  also  fail  to  meet  the 
strict  CDC  case  definition.21'25  In  some  epide- 
miologic and  clinical  studies  of  TSS,  cases 
meeting  the  strict  CDC  case  definition  ( definite 
or  confirmed  cases)  have  been  considered  along 
with  cases  meeting  a less  restrictive  CDC  case 
definition  ( probable  cases).20'26'28 

The  demographic  and  clinical  character- 
istics of  definite  and  probable  TSS  case  cohorts 
are  not  well  described  in  the  literature.  We 
examined  the  degree  of  similarity  between  def- 
inite TSS  cases  and  probable  TSS  cases  found 
in  this  population  of  suspected  cases.  Based 
on  our  findings  we  suggest  the  epidemiologic 
distinction  drawn  between  definite  and  prob- 
able TSS  cases  has  little  clinical  relevance. 

Materials  and  Methods 

Data-Base  — Data  were  gathered  retro- 
spectively from  copies  of  the  prototype  and 
final  TSS  Case  Report  forms  developed  by  the 
Centers  for  Disease  Control.  The  forms  in- 
cluded information  on  patient  characteristics. 


THE  IOWA  MEDICAL  FOUNDATION  HAS  DESIGNATED  THIS  ARTICLE  AS  THE  HENRY  ALBERT  SCIENTIFIC 
PRESENTATION  FOR  JANUARY  1991 
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clinical  and  laboratory  findings  and  catamenial 
product  use. 

One  hundred  twenty-five  cases  of  sus- 
pected TSS  were  reported  to  the  Iowa  De- 
partment of  Public  Health  between  August 
1980  and  July  1986.  Cases  had  onset  from  1976 
to  1986.  The  majority  of  cases  (75)  occurred 
and  were  reported  in  the  3 year  period  1981 
through  1983. 

Case  Definition  — The  definition  of  toxic 
shock  syndrome  employed  was  essentially 
identical  to  previous  CDC  definitions.1  29  The 
definition  requires  6 criteria  be  met  for  an  un- 
equivocal diagnosis  of  TSS. 

SIX  CRITERIA  FOR  TSS  DIAGNOSIS 


1.  Fever  > 38. 9°C  (102°F) 

2.  Rash  (usually  a diffuse  macular  erythroderma) 

3.  Desquamation  (usually  of  palms  and  soles  and  occurring  1 to 

2 weeks  after  onset  of  illness) 

4.  Hypotension  (systolic  pressure  s 90  mm  Hg  for  adults  or 

< 5th  percentile  by  age  for  children  < 16  years  (30),  or  or- 
thostatic syncope) 

5.  Involvement  of  3 or  more  of  the  following  organ  systems: 

a.  gastrointestinal  tract  (vomiting  or  diarrhea  at  onset  of  illness) 

b.  muscular  system  (severe  myalgia  or  creatine  kinase  level  s 
2 X the  upper  limits  of  normal  [ULN]) 

c.  mucous  membranes  (vaginal,  oropharyngeal  or  conjunctival 
hyperemia) 

d.  urinary  tract  (blood  urea  nitrogen  or  creatine  level  > 2 X 
ULN  or  > 5 leukocytes  per  high  power  field  — in  the  ab- 
sence of  a urinary  tract  infection) 

e.  hepatic  system  (total  bilirubin,  AST  (GOT)  or  ALT  (GPT)  a 
2 X ULN) 

f.  hematologic  system  (platelets  < 1 00  000/mm3) 

g.  central  nervous  system  (disorientation  or  alternations  in  con- 
sciousness without  focal  neurologic  signs  when  fever  and 
hypotension  are  absent) 

6.  Negative  test  results  on  the  following  tests,  if  obtained: 

a.  blood,  throat,  or  cerebrospinal  fluid  cultures 

b.  serologic  tests  for  Rocky  Mountain  spotted  fever,  leptospi- 
rosis and  measles. 


Cases  meeting  all  6 of  the  above  criteria 
were  classified  as  definite  cases  of  TSS.  Cases 
meeting  the  sixth  criterion  and  all  but  one  of 
the  first  5 criteria  were  referred  to  as  probable 
TSS  cases. 

Patients  who  die  before  desquamation 
would  be  expected  and  patients  with  Staphy- 
lococcus aureus  bacteremia  who  otherwise  meet 
the  case  definition  have  more  recently  been 
considered  confirmed  cases  by  the  Centers  for 
Disease  Control.31  In  this  study,  2 fatal  cases 
failing  to  fulfill  the  criterion  of  desquamation 
were  classified  as  definite  TSS  cases.  No  cases 
of  staphylococcal  bacteremia  were  reported. 


Results 

Case  Characteristics  — Fifty-three  (42%)  of 
the  125  suspect  TSS  cases  were  menstrually- 
related  definite  TSS  cases;  29  (23%)  were  men- 
strually-related  probable  cases.  Insufficient  in- 
formation was  present  on  the  TSS  Case  Report 
forms  to  exclude  the  definite  case  definition  in 
8 (28%)  of  the  29  probable  cases.  Of  the  21 
remaining  probable  cases  with  adequate  data 
bases,  7 (33%)  were  deficient  in  respect  to  the 
hypotension  criterion,  6 (29%)  failed  to  meet 
the  magnitude  of  fever  required,  5 (24%)  had 
less  than  3 organ  systems  involved,  2 (10%) 
were  without  rash  and  one  (5%)  failed  to  des- 
quamate. 

Features  of  Definite  and  Probable  Cases  — 
Selected  features  of  patients  included  under 
definite  and  probable  case  definitions  are  com- 
pared in  Table  1.  No  significant  differences 
between  the  case  definition  groups  could  be 
discerned  in  age,  sex  ratio,  proportion  hospi- 
talized and  fatality  rate. 

Isolation  rates  of  S.  aureus  from  cervix  and / 
or  vagina  and  tampon  use  were  compared  for 
the  cases  of  menstrually-related  illness  in- 
cluded in  the  different  case  definitions.  When 
cultures  of  vagina  and/or  cervix  were  reported, 
S.  aureus  was  isolated  in  46  (92%)  of  definite 
cases  and  20  (77%)  of  probable  cases.  The  iso- 
lation rates  for  definite  and  probable  cases  were 
not  significantly  different  (p  = 0.082,  Fisher's 
Exact  Test,  2 tailed). 

The  frequencies  of  tampon  use  by  the  def- 
inition groups  were  very  high  and  did  not  dif- 
fer substantially.  Fifty-three  (100%)  of  the  def- 
inite cases  and  27  (93%)  of  the  probable  cases 
reported  using  tampons  during  the  index 
menstrual  period.  Twenty-two  (42%)  of  the 
definite  cases  using  tampons  reported  using 
Playtex  brands  during  the  index  period.  The 
frequency  of  Playtex  brand  use  among  definite 
cases  was  significantly  greater  than  that  among 
probable  cases  (7%)  (p  = 0.002  Fisher's  Exact 
Test).  The  frequency  of  use  of  Tampax  brand 
tampons  by  menstrually-related  probable  cases 
(41%)  was  increased  relative  to  definite  cases 
(23%),  but  did  not  meet  significant  levels 
(p  = 0.119). 

Discussion 

Since  TSS  was  first  described  by  Todd  in 
1978,  well  over  2800  cases  have  been  reported 
to  the  Centers  for  Disease  Control  by  state 
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TABLE  1 

FEATURES  OF  MENSTRUALLY-RELATED  DEFINITE  AND 
PROBABLE  CASES  OF  TSS 


TSS  Case 

Feature  Definite  Probable 


Mean  age,  yrs. 

23.1 

23.9 

(Range) 

(14-45) 

(14-36) 

Hospitalized 

52  (98.1%) 

27  (93.1%) 

Fatalities 

2 (3.8%) 

0 (0.0%) 

S.  aureus  in  vagina  or 

cervix 

46/50  (92.0%) 

20/26  (76.9%) 

Tampon  use  in  index 

period 

53/53  (100%) 

27/29  (93.1%) 

Tampon  brand  most 
frequently  used  in 
index  period 

Assure 

1 (1.9%) 

1 (3.7%) 

Kotex 

5 (9.5%) 

5 (18.5%) 

OB 

1 (1 .9%) 

2 (7.4%) 

Playtex 

22  (41.5%) 

2 (7.4%) 

Pursettes 

0 (0.0%) 

1 (3.7%) 

Rely 

8 (15.0%) 

2 (7.4%) 

Tampax 

12  (22.6%) 

11  (40.7%) 

Other 

1 (1 .9%) 

1 13.7%) 

Unknown 

3 (5.7%) 

2 (7.4%) 

health  departments  throughout  the  coun- 
try .25' 32  Most  cases  have  occurred  in  young 
menstruating  women  using  tampons.  The  de- 
mographic characteristics  of  the  cases  of  illness 
thought  to  be  TSS  and  reported  to  the  Iowa 
State  Department  of  Health  clearly  reflected 
the  national  experience. 

For  inclusion  in  national  incidence  statis- 
tics, cases  of  TSS  reported  to  the  Centers  for 
Disease  Control  must  fit  a strict  case  definition 
and  must  be  definite  or  confirmed  cases.  The 
potential  for  a strict  definition  of  TSS  to  include 
severe  cases  and  exclude  milder  cases  has  been 
recognized.29 

With  the  initial  strict  TSS  case  definition 
it  is  likely  that  cases  at  both  ends  of  the  spec- 
trum of  severity  of  illness  were  excluded.1  29 
In  the  instance  of  severe  TSS,  patients  who  die 
within  a week  of  the  onset  of  illness  may  not 
desquamate.14- 15  In  addition,  shock  with  pe- 
ripheral vasoconstriction  occurring  in  severe 
cases  may  obscure  the  rash  of  TSS.14  Thus  pa- 
tients dying  of  TSS  may  fail  to  manifest  as 
many  as  2 of  the  6 criteria  of  the  case  defini- 
tion. Appropriate  modification  of  the  case  def- 
inition to  accomodate  fatal  cases  without  des- 
quamation has  been  made.31 

Reports  of  initial  episodes  or  recurrences 
of  menstrually-related  TSS  of  milder  nature 


coupled  with  reports  of  TSS-like  syndromes 
associated  with  S.  aureus  infection  in  non-men- 
strual  settings  have  lent  strong  support  to  ear- 
lier studies  suggesting  a spectrum  of  severity 
and  clinical  manifestations  of  TSS.2"13-  14<  1620 
Many  of  the  reported  cases  of  mild  TSS  fall 
into  the  category  of  probable  TSS  cases  in  that 
they  lack  a single  criterion  of  the  definite  case 
definition.26 

In  the  present  study,  29  (23%)  of  125  cases 
of  suspected  TSS  reported  to  the  Iowa  State 
Department  of  Health  fit  the  menstrually-re- 
lated probable  TSS  category.  Twenty-eight 
percent  of  these  cases  were  placed  in  that  cat- 
egory because  there  was  insufficient  infor- 
mation on  case  report  forms  to  evaluate  all 
criteria.  Thus  over  one-quarter  of  our  probable 
cases  could  be  definite  TSS  cases.  The  "true” 
probable  cases  may  contain  milder  forms  of 
TSS  as  the  number  of  organ  systems  involved 
is  fewer,  hypotension  is  often  absent  and  the 
magnitude  of  fever  reported  is  less. 

We  were  unable  to  detect  significant  dif- 
ferences between  definite  and  probable  men- 
strually-related TSS  cases  in  terms  of  age,  mor- 
bidity, mortality,  proportion  of  tampon-related 
cases  and  proportion  of  cases  with  S.  aureus 
identified  in  cervical/vaginal  cultures.  Based  in 
part  on  these  epidemiologic  similarities,  we 
believe  it  is  reasonable  to  combine  men- 
strually-related definite  and  probable  TSS  cases 
for  purposes  of  clinical  diagnosis.  A substan- 
tial and  growing  body  of  clinical  literature  in- 
dicating a spectrum  of  severity  and  clinical 
manifestations  of  TSS  supports  this  sugges- 
tion.220 Moreover,  precedent  already  exists  for 
combination  in  that  one  group  of  "probable" 
TSS  cases  (fatal  cases  which  do  not  desqua- 
mate) are  already  considered  confirmed  cases.31 

The  increased  relative  frequency  of  Play- 
tex  brand  tampon  use  during  the  index  period 
by  definite  TSS  cases  relative  to  probable  cases 
is  intriguing.  In  recent  studies  of  the  relation- 
ship of  tampons  to  the  risk  of  TSS,  increasing 
tampon  absorbancy  was  found  to  be  directly 
related  to  increasing  risk  for  toxic-shock  syn- 
drome.3334 The  case  definitions  for  TSS  in  these 
studies  were  essentially  identical  to  that  used 
for  definite  cases  in  the  present  study.  Playtex 
brand  tampons  were  of  relatively  high-absorb- 
ancy; therefore,  their  representation  in  the  def- 
inite TSS  category  is  not  unexpected. 

(Continued  next  page) 
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Why  this  brand  is  underrepresented  in  the 
probable  and  uncertain  TSS  case  categories  is 
unclear.  Several  possible  explanations  for  this 
finding  exist.  First,  the  numbers  of  cases  in 
our  present  study  are  few  and  the  difference 
may  be  simply  a statistical  fluke.  Second,  Play- 
tex  tampons  may  have  predisposed  to  more 
severe  TSS  and  a greater  likelihood  of  fulfilling 
the  strict  TSS  case  definition  than  the  other 
brands.  Third,  an  unidentified  risk  factor  un- 
related to  tampons  may  be  linked  to  the  use 
of  the  Playtex  brand.  Fourth,  an  unidentified 
risk  factor  unrelated  to  the  Playtex  brand  may 
coincidentally  be  more  prevalent  in  the  defi- 
nite TSS  group.  Fifth,  media  attention  to  tam- 
pon absorbancy  in  1981  and  the  polyacrylate- 
containing  tampons  in  1985  may  have  focused 
the  attention  of  women  with  TSS  and  health 
care  workers  on  the  Playtex  brand  relative  to 
others  leading  to  overreporting.  The  paucity 
of  cases  and  the  limited  data  base  in  our  ret- 
rospective study  do  not  permit  us  to  make  con- 
clusions. The  last  seems  unlikely,  however,  in 
that  the  great  majority  of  Playtex  brand  asso- 
ciated cases  (22  of  28  among  the  125  suspected 
TSS  cases)  were  reported  before  the  media  fo- 
cused on  polyacrylate-contained  tampons. 

Physicians  considering  a diagnosis  of  TSS 
should  follow  the  strict  CDC  case  definition. 
The  diagnosis  should  not  be  excluded  in  men- 
strually-related  cases,  however,  if  all  criteria 
are  not  met.  Particularly  in  cases  in  which  S. 
aureus  is  isolated,  the  absence  of  a single  di- 
agnostic criterion  should  lead  the  physician  to 
consider  the  patient  may  have  a milder  form 
of  the  disease.  Certainly  therapy  and  coun- 
selling regarding  menstrual  recurrences  should 
not  be  withheld  based  on  the  failure  to  meet 
all  criteria  for  TSS. 

A full  and  unequivocal  picture  of  the  in- 
cidence and  clinical  spectrum  of  TSS  will  re- 
quire the  development  of  sensitive,  specific  and 
inexpensive  diagnostic  laboratory  tests  for  the 
TSS  toxin  or  toxins.35  40  Such  tests  are  not  yet 
readily  available  to  all  health  care  workers. 
Thus  the  epidemiological  case  definition  of  TSS 
continues  to  be  the  most  important  tool  in  the 
diagnosis  as  well  as  the  study  of  the  incidence 
and  clinical  manifestations  of  TSS. 

References 

References  noted  in  this  article  are  avail- 
able either  from  the  authors  or  the  editors  of 

IOWA  MEDICINE. 


YOCON 

YOHIMBINE  HCI 


Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity,  it  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications . 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1'2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1-3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 -3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 


1.  A.  Morales  et  al.,  New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed.,  p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 
1983. 

4.  A.  Morales  etal.,  The  Journal  of  Urology  128: 
45-47, 1982. 

Rev. 1/85 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 


20  / Iowa  Medicine 


The  Editor  Comments 


Marion  E.  Alberts,  M.D. 

Let's  Try  a New  Approach 


OUR  CHILDRENS'  future  good  health  is 
being  threatened  by  cigarettes  and  al- 
cohol, according  to  2 important  studies  re- 
ported in  the  November  1990  issue  of  the 
American  Journal  of  Diseases  of  Children.  These 
reports  should  be  of  interest  to  all  physicians 
who  provide  medical  care  to  children. 

The  first  report  originates  from  the  Uni- 
versity of  Iowa  Hospitals  and  Clinics  and 
concerns  cigarette  smoking  by  adolescents. 
The  research  project  centered  around  stu- 
dents attending  2 junior  high  schools  and 
one  senior  high  school  in  Muscatine;  443 
students  13-17  years  of  age.  The  author's 
primary  purpose  in  this  study  was  “to  iden- 
tify factors  that  exert  the  greatest  influence 
on  future  smoking  behavior  and  to  ascertain 
whether  the  influence  of  these  factors 
changes  over  time." 

Students  who  regularly  smoke  cigarettes 
tend  to  be  less  successful  in  school  and  do 
not  participate  in  school-related  activities. 
Previous  studies  have  shown  that  adoles- 
cents who  smoke  tend  to  separate  their  lives 
from  traditional  social  activities  such  as 
school  and  family  . . . less  supervised  activi- 
ties. 

Factors  associated  with  adolescent 
smoking  begin  to  exert  their  influences  at 
the  age  of  12  to  13  years.  Consequently  par- 
ents, teachers  and  physicians  must  recognize 
the  importance  of  promoting  nonsmoking  at 
an  early  age.  Emphasis  must  be  placed  on 
positive  peer  influences  in  nonsmoking  ac- 
tivities. Emphasis  on  characteristics  of  smok- 
ers (clothes  smelling  of  cigarette  smoke, 
stained  teeth  and  bad  breath)  seem  to  have 
more  influence  than  fear  of  lung  cancer.  Par- 
ents and  teachers  must  coordinate  their  ef- 


forts by  better  interaction  with  the  adoles- 
cents. Physicians  can  lend  immeasurable 
assistance  by  interaction  with  patients,  as 
well  as  in  their  role  as  parents. 

The  second  article  pertains  to  infants  af- 
flicted with  fetal  alcohol  syndrome  and  the 
risks  of  children  in  alcoholic  families.  A 
study  from  Boston  City  Hospital  concerns 
the  fact  that  alcohol-related  problems  are  too 
frequently  ignored  by  physicians  dealing 
with  children.  The  report  is  based  on  a 
study  of  how  often  pediatricians  and  family 
practitioners  inquire  about  alcohol  use  in 
family  histories. 

Fewer  than  half  the  pediatricians  sur- 
veyed ask  about  problems  with  alcohol 
when  taking  a family  history.  Interestingly, 
pediatricians  who  had  a personal  family  his- 
tory of  alcohol  problems  were  more  likely  to 
ask  patients  about  alcohol.  More  family  prac- 
titioners than  pediatricians  ask  about  alcohol 
problems.  Unfortunately  most  physicians 
rely  on  patients  to  volunteer  information  on 
family  problems  with  alcohol. 

The  family  history,  in  addition  to  the 
patients  relating  personal  health  problems,  is 
a sine  qua  non  in  establishing  a full  picture  of 
a patient's  status.  Efforts  must  be  made  to 
develop  awareness  by  physicians  (those  well 
established  in  practice  experiences  as  well  as 
students)  of  substance  abuse  among  parents 
and  adolescents.  An  integrated  approach  to 
behavior  and  family  issues  is  incumbent 
upon  all  physicians.  Furthermore,  better 
communication  regarding  such  matters  be- 
tween obstetricians  and  pediatricians  would 
have  much  value  in  earlier  diagnosis  of  neo- 
natal problems  such  as  caused  by  maternal 
substance  abuse  — M.E.A. 
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CME  Notebook 


Richard  M.  Caplan,  M.D. 


Thanks  For  Not  Smoking 


He  walked  to  the  large  free-standing 
ashtray  near  my  seat.  Watching  him 
flick  cigarette  ash  into  the  container,  I 
scowled  at  my  bad  choice  in  sitting  near  that 
ashtray  and  looked  around  for  another  seat. 
Fortunately,  that  part  of  the  St.  Louis  airport 
was  fairly  empty.  I noticed  a nearby  area 
where  signs  said  “Thanks  For  Not  Smoking 
In  This  Section.”  Just  then  a young  man 
holding  a lit  cigarette  plopped  himself  into 
the  chair  immediately  in  front  of  the  sign  I 
was  reading.  As  I pondered  whether  to 
move  to  that  section,  and  perhaps  draw  the 
young  man's  attention  to  the  sign  just  be- 
hind his  head,  the  man  near  me  reached 
down  to  tamp  out  his  short  cigarette  butt.  I 
decided  to  stay  put  and  returned  to  my  jour- 
nal. 

Shortly  I looked  up  to  find  the  same 
man,  slim,  early  40' s,  still  standing  nearby 
and  smoking  a freshly-lit  cigarette.  Now 
that's  chain  smoking,  I thought,  and  looked 
back  to  the  no-smoking  section.  The  seated 
young  man  had  left.  I noticed  the  smoker 
near  me  inhale  deeply  and  blow  diluted 
smoke  from  his  nostrils  and  mouth.  Almost 
at  once  he  took  another  puff.  I felt  intrigued 
at  his  behavior  and  started  to  time  the  inter- 
vals between  puffs,  which  occurred  at  the 
startling  pace  of  about  every  9 seconds.  I 
wondered  if  he  was  trying  to  store  a hefty 
dose  of  whatever  he  gets  from  the  smoke  as 
a prelude  to  boarding  a plane.  When  his  cig- 
arette was  an  inch  long,  he  pressed  it  out  in 
the  ashtray  and  walked  directly  to  a nearby 
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gate  to  board  a flight  shortly  to  depart  for 
Baltimore.  I congratulated  myself  on  my 
supposition  and  again  returned  to  my  jour- 
nal. 

My  chain  of  thought  recalled  a recent 
discussion  among  a group  of  physician  col- 
leagues where  one  of  them  said,  “There's  no 
point  in  telling  patients  to  stop  smoking  — it 
never  does  any  good."  I surmised  that  such 
an  attitude  probably  made  the  comment  true 
for  that  doctor's  patients,  but  I thought  I'd 
somewhere  encountered  evidence  to  the 
contrary.  Since  I couldn't  then  remember  the 
details,  I elected,  for  a change,  to  be  quiet. 

Within  a few  more  minutes  my  reading 
brought  me  to  an  article  by  Secretary  Louis 
Sullivan  (“Healthy  People  2000,"  NEJM,  Oct. 
11,  1990)  in  which  he  spoke  of  disease  pre- 
vention and  made  this  statement: 

...  by  simply  giving  patients  written  material  on 
smoking  cessation  and  advising  them  to  kick  the 
habit,  physicians  have  achieved  a decrease  in  smok- 
ing of  5 to  15%  in  the  general  population  and  up  to 
27%  in  pregnant  women.  If  every  physician  rou- 
tinely counseled  his  or  her  patients  about  the  dan- 
gers of  tobacco  use  and  encouraged  them  to  quit 
smoking,  at  least  1 million  Americans  would  stop 
smoking  in  one  year.  And  the  benefits  are  immedi- 
ate: smoking  cessation  reduces  the  risk  of  death 
from  coronary  heart  disease  in  as  little  as  two  years. 

The  continuing  education  implication  of 
this  conjunction  of  experiences  seemed  clear. 
Physicians  need  to  be  aware  that  their  rec- 
ommendations and  offers  to  help  patients 
can  make  a difference,  even  if  the  “effi- 
ciency" of  such  conversation  is  low.  When 
the  stakes  are  high,  even  a 10%  success  rate 
is  surely  worth  the  trouble. 
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Biomedical  Ethics 


Is  Assisted  Suicide  Justifiable? 


Suppose  a patient  with  a history  of  depres- 
sion requests  your  help  in  ending  his  life, 
specifically  by  asking  for  a renewable  prescrip- 
tion for  a large  number  of  sleeping  pills. 

Or  suppose  one  of  your  patients,  with  ad- 
vanced cancer  and  suffering  from  severe  pain 
that  is  refractory  to  treatment,  tells  you  her  life 
is  intolerable  and  asks  for  your  advice  con- 
cerning the  best  and  safest  way  to  kill  herself. 

Or  suppose  one  of  your  patients,  having 
cared  for  a husband  with  severe  dementia  for 
years  prior  to  his  death,  asks  your  help  in  se- 
curing a quantity  of  the  lethal  drugs  so  she 
will  be  able  to  avoid,  should  the  need  arise, 
the  same  fate  that  befell  her  husband.  Fur- 
thermore, she  asks  you  to  keep  this  informa- 
tion confidential  because  she  fears  her  adult 
children  would  try  to  thwart  her  plans. 

As  we  discussed  in  the  November  col- 
umn, assisted  suicide  requires  a physician  or 
someone  else  to  carry  out  the  role  of  "enabler" 
by  helping  a patient  or  friend  commit  an  act 
of  self-destruction.  The  enabler  neither  in- 
tends to  kill  nor  actually  kills  the  person  who 
prefers  death  to  an  existence  that  has  become 
intolerable  (thus  we  are  not  addressing  the  is- 
sue of  voluntary  euthanasia).  Rather,  the  en- 
abler assists  an  individual  to  commit  suicide 
who  cannot,  for  several  possible  reasons,  carry 
out  the  act  without  help. 

The  legal  status  of  assisted  suicide  in  Iowa 
is  not  as  clear  as  it  is  in  some  states.  Although 
suicide  was  decriminalized  in  the  mid-1970s, 
many  states  still  have  specific  criminal  prohi- 
bitions against  assisted  suicide.  The  punish- 
ment is  usually  a fine  ($l,000-$2,000)  plus  the 
possibility  of  a year  in  prison.  In  Iowa  and 
other  states  lacking  such  statutes,  assisted  su- 
icide might  or  might  not  be  interpreted  as  a 

This  column  is  written  by  Robert  Weir,  Ph.D.,  director  of  biomedical 
ethics  for  the  University  of  Iowa  College  of  Medicine. 


crime  under  the  common  law  or  homicide  stat- 
utes. 

Given  the  uncertainty  of  the  law  and  the 
likelihood  that  a physician-assisted  suicide  will 
not  be  reported  (much  less  prosecuted),  the 
ethical  question  remains:  Is  physician-assisted 
suicide  ever  justifiable?  My  answer  is  affirm- 
ative, given  several  conditions. 

Unlike  the  Jack  Kevorkian  case  in  Michi- 
gan last  June,  any  physician  seriously  consid- 
ering helping  a patient  commit  suicide  should 
know  the  patient's  medical  history,  current 
medical  condition,  value  system,  decision- 
making capacity  and  prognosis.  For  Kevorkian 
to  meet  Janet  Adkins  once  for  dinner  and  nei- 
ther confirm  her  diagnosis  (early  Alzheimer's 
dementia)  nor  recommend  further  medical 
consultation  before  hooking  her  up  to  a "su- 
icide machine"  is  deplorable. 

A morally  responsible  physician  who  is 
asked  to  assist  in  a suicide  should  determine 
if  the  patient  is  suffering  from  clinical  depres- 
sion and,  if  so,  recommend  treatment  for  that 
condition.  In  addition,  the  physician  should 
try  to  determine  if  the  patient's  pain  and  suf- 
fering are,  in  fact,  refractory  to  treatment. 

A physician  should  discuss  suicide  with 
the  patient,  to  determine  if  the  decision  to  die 
is  rational,  the  request  for  help  is  necessary, 
alternatives  to  assisted  suicide  have  been  ex- 
plored and  relatives  and  friends  who  would 
be  psychologically  harmed  by  an  unexpected 
suicide  are  aware  of  what  may  happen. 

A compassionate  act  of  assisted  suicide 
should  be  a moral  last  resort  when  no  medical 
treatment  is  available  that  will  reverse  or  cure 
the  patient's  condition,  no  life-sustaining 
treatment  is  being  used  that  could  be  abated 
at  the  patient's  request  and  no  intervention 
seems  to  provide  the  relief  and  release  the  pa- 
tient desperately  seeks. 
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Practice  Management 


Managing  Employee 
Health  Care  Benefits 


CONTROLLING  HEALTH  CARE  COSTS  is  a major 
component  in  today's  profit  plans.  As  a 
physician,  you're  well  aware  of  the  causes  of 
rising  costs;  as  an  employer,  you  may  not  know 
how  to  attack  the  problem. 

We  advise  our  small  business  clients  to 
approach  escalating  costs  of  health  care  by  tak- 
ing a look  at  the  primary  users  of  a health  care 
plan  and  how  the  plan  is  being  paid  for. 

Who's  Using  Your  Health 
Care  Plan? 

The  first  step  is  to  determine  who  actually 
uses  the  coverage  . . . not  who  is  covered. 
What  are  the  ages  of  the  dependents  covered 
on  your  employees'  plan?  Are  your  employees 
using  your  health  insurance  plan  for  primary 
coverage?  What  proportion  of  your  organiza- 
tion's health  care  costs  are  routine  services  ver- 
sus catastrophic  claims? 

The  age  and  sex  of  the  population  using 
the  benefits  will  help  employers  find  specific 
ways  to  cut  costs.  Cost  control  for  an  older 
population  might  be  achieved  through  various 
wellness  programs. 

If  your  health  care  plan  is  used  primarily 
by  young  employees  with  small  children,  your 
usage  rate  and  claims  may  be  associated  with 
routine  office  calls  and  prescription  costs.  Us- 
ing a typical  indemnity  insurance  plan,  you 
might  be  paying  as  much  as  $15  to  process  a 
prescription  claim  of  less  than  $10.  Some  or- 
ganizations control  escalating  prescription 
costs  by  using  a direct  pay  method. 


Gary  Skarr  is  a senior  human  resources  consultant  with  the  Cedar 
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The  'Took  back''  approach  helps  you  iden- 
tify where  changes  might  be  made.  It  has  been 
estimated  that  approximately  2%  of  employees 
are  responsible  for  40%  of  an  organization's 
annual  health  care  cost.  Developing  programs 
for  that  2%  could  mean  substantial  savings. 

Do  Your  Employees  Share  the 
Cost? 

Many  organizations  are  increasing  em- 
ployee health  insurance  premium  contribu- 
tions and  requiring  co-payments.  This  practice 
is  more  prevalent  among  large  employers  (over 
100  employees).  A 1990  health  care  survey 
found  24%  of  larger  organizations  versus  17% 
of  smaller  employers  had  increased  employee 
co-payments. 

While  this  approach  might  be  viewed  as 
simply  cost  shifting,  it  helps  manage  the  over- 
all dollars  spent  on  health  care.  Employees  in 
households  with  2 wage  earners  may  choose 
only  one  insurance  plan  — the  one  offering 
maximum  benefits  for  the  least  cost. 

If  an  organization  uses  a flexible  benefit 
plan  with  a premium-only  conversion  option, 
employees  may  pay  health  insurance  premi- 
ums with  pre-tax  dollars.  This  means  a tax 
savings  for  employees  and  for  the  employer, 
through  reduced  FICA  taxes. 

A concerted  effort  can  produce  impressive 
savings.  In  a recent  survey  of  634  employers 
with  cost  management  features  in  place,  85% 
reported  cost  savings  and  19%  of  the  employ- 
ers estimated  their  savings  at  10%  or  more. 

Managing  health  care  plans,  claims  and 
costs  is  no  longer  an  annual  occurrence;  it  is 
a regular  ongoing  management  responsibility. 
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About  Iowa  Physicians 


Dr.  John  Tyrell,  Manchester,  was  recently 
awarded  the  Iowa  Volunteer  Hall  of  Fame 
Award  by  Governor  Terry  Branstad.  This 
award  is  presented  to  individuals  who  make 
unique  contributions  to  their  communities 
through  volunteer  services.  Dr.  Mary  Jane 
Pennington  has  joined  Drs.  James  Reinertson, 
Mark  Reinertson  and  Gary  Gray  at  the  Cedar 
Rapids  Pediatric  Clinic.  Dr.  Pennington  re- 
ceived the  M.D.  degree  at  the  University  of 
Washington  School  of  Medicine,  Seattle, 
Washington  and  served  a residency  at  the  Uni- 
versity of  Utah  Medical  Center,  Salt  Lake  City, 
Utah.  Dr.  Maureen  Connolly  has  joined  the 
Towncrest  Internal  Medicine  staff  in  Iowa  City. 
Dr.  Connolly  received  the  M.D.  degree  from 


Georgetown  University  School  of  Medicine, 
Washington,  D.C.  and  served  an  internal 
medicine  residency  at  St.  Vincent's  Hospital 
in  New  York  City.  Most  recently  Dr.  Connolly 
was  on  the  staff  of  El  Rio  Health  Center  in 
Tucson,  Arizona.  Dr.  Edward  Sandy,  II  has 
begun  practice  in  Mt.  Pleasant.  Dr.  Sandy  re- 
ceived the  M.D.  degree  from  Eastern  Virginia 
Medical  School,  Norfolk,  Virginia  and  com- 
pleted his  residency  in  the  Department  of  Ob- 
stetrics and  Gynecology  at  Ohio  State  Univer- 
sity College  of  Medicine,  Columbus,  Ohio.  Dr. 
Sandy  previously  practiced  with  Guernsey 
County  Medical  Center  in  Cambridge,  Ohio. 
Dr.  John  Carroll  was  recently  named  a fellow 
of  the  American  Academy  of  Family  Physicians . 
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A MESSAGE  FROM  THE  PRESIDENT 

The  1990s  are  going  to  be  both  exciting  and  challenging  for  everyone  in  the  healthcare 
field.  Cost  containment,  new  government  regulations,  and  rapidly  changing  technologies 
are  but  a few  of  these  challenges.  At  Hawkeye  Medical  Supply,  Inc.,  we  are  committed 
to  helping  you  fmd  the  opportunities  in  these  challenges.  Opportunities  that  mean  better 
patient  care  and  increased  profits  for  your  medical  practice. 
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Classified  Advertising 


CLASSIFIED  ADVERTISING  RATE  — $3  per  line , $30 
minimum  per  insertion.  NO  CHARGE  TO  MEMBERS 
OF  IOWA  MEDICAL  SOCIETY.  Copy  deadline  — 1st 
of  the  month  preceding  publication. 

OSCEOLA,  IOWA  — Weekend  coverage  available  in  emergency  de- 
partment of  48-bed  hospital.  Competitive  hourly  rate  and  malpractice 
insurance  provided.  Contact  Emergency  Consultants,  Inc.,  2240  South 
Airport  Road,  Room  43,  Traverse  City,  Michigan  49684;  1-800/253-1795 
or  in  Michigan  1-800/632-3496. 


MANKATO  CLINIC,  LTD.  — A progressive  group  practice  is  seeking 
BE/BC  physicians  in  the  following  specialties:  dermatology,  family 
practice,  gastroenterology,  invasive  cardiology,  ob/gyn,  oncology,  oc- 
cupational/emergency medicine,  pulmonology  and  general  internal 
medicine.  The  Mankato  Clinic  is  a 45-doctor  multispecialty  group  prac- 
tice in  south  central  Minnesota  with  a trade  area  population  of  + 200,000. 
Guaranteed  salary  first  year,  incentive  thereafter  with  full  range  of 
benefits  and  liberal  time  off.  For  more  information,  call  Roger  Green- 
wald.  Executive  Vice  President  or  Dr.  B.C.  McGregor,  President  at  507/ 
625-1811  or  write  501  Holly  Lane,  Mankato,  Minnesota  56001. 


ESTERVILLE,  IOWA  — Seeking  physicians  in  primary  care  specialties 
to  provide  weekend  coverage  at  low  volume  emergency  department  in 
northwestern  Iowa.  Excellent  compensation  and  paid  malpractice  in- 
surance. Contact  Emergency  Consultants,  Inc.,  2240  South  Airport  Road, 
Room  43,  Traverse  City,  Michigan  49684;  1-800/253-1795  or  in  Michigan 
1-800/632-3496. 


FACULTY  POSITIONS,  DEPARTMENT  OF  SURGERY  — The  Uni- 
versity of  Iowa  Department  of  Surgery  invites  applications  for  faculty 
positions  of  all  ranks  for  MDs  with  special  qualifications  in:  1)  all  areas 
of  general  surgery  and  plastic  surgery,  2)  cardiothoracic  surgery  and  3) 
neurosurgery.  Full  or  part-time  associate  positions  are  available  in  the 
Emergency  Treatment  Center.  Women  and  minorities  are  encouraged 
to  apply.  Written  only  inquiries  and  curriculum  vitae  direct  to  R.  J. 
Corry,  M.D.,  Professor  and  Head,  Department  of  Surgery,  University 
of  Iowa  College  of  Medicine,  Iowa  City,  Iowa  52242.  Please  specify 
specialty.  We  are  an  Equal  Opportunity/Affirmative  Action  Employer. 


FAMILY  PRACTICE  — Group  of  5 doctors  looking  to  add  another 
family  practitioner.  Generous  reimbursement.  Established  practice  in 
a community  of  10,000  with  a modem  hospital.  First  year  guaranteed 
salary.  For  further  information  contact  Edward  Murphy,  administrator 
of  Carroll  Medical  Center,  Carroll,  Iowa  51401;  712/792-1500. 


PRIVATE  PRACTICE  OPPORTUNITIES  — Private  practice  opportu- 
nities exist  in  southern  Indiana  affiliated  with  a 590-bed  hospital.  Spe- 
cialties include  internal  medicine  and  family  practice.  Competitive  com- 
pensation plan  and  attractive  partnership  arrangement  available.  Send 
CV  to  Don  Hoit,  11222  Tesson  Ferry  Road,  Suite  203,  St.  Louis,  Missouri 
63123  or  call  1-800/336-3963. 


FOR  SALE  — New  orthopedic  exam  tables  (2).  Contact  Family  Medical 
Center,  1225  C Avenue  East,  Oskaloosa,  Iowa  52577  or  phone  515/673- 
6762. 


ORTHOPAEDIST,  DERMATOLOGIST,  FAMILY  PRACTICE,  GEN/ 
THORACIC  SURGEON,  PEDIATRICIAN,  PULMONOLOGIST,  GAS- 
TROENTEROLOGIST, OB/GYN,  UROLOGIST  — To  join  Iowa's  old- 
est organized  multispecialty  group  practice  (70th  anniversary  during 
1990)  in  major  central  hub  city  of  30,000  serving  active  referral  area  of 
250,000  citizens.  Near  tertiary  level  care  practiced  in  community.  Es- 
pecially directed  to  those  physicians  concerned  about  quality  of  practice 
and  quality  of  family  life.  Great  community  with  unusually  high  list 
of  desirable  amenities.  Rated  7th  most  desirable  smaller  city  in  Midwest 
in  which  to  live.  More  information  call  1-800/798-4321,  Recruitment 
Coordinator. 


FAMILY  PHYSICIAN  — Family  physician  for  assistant  director  position 
in  Cedar  Rapids  Family  Practice  Residency,  Cedar  Rapids,  Iowa.  In- 
terest in  obstetrics  required;  writing  or  research  is  encouraged  with 
adequate  time  and  support  available.  Full  range  of  faculty  responsi- 
bilities including  clinical  teaching,  patient  care  and  administration;  a 
cooperative  approach  to  decision-making  and  planning.  Ideal  candidate 
will  be  family  practice  residency-trained  and  ABFP  certified/eligible. 
Residency  jointly  sponsored  by  2 community  hospitals  with  900  beds, 
24  residents  and  no  competing  residencies.  Strong  philosophical  and 
financial  support  from  hospitals  and  medical  community.  Fully  ac- 
credited by  ACGME,  operational  since  1971.  Excellent  salary  and  ben- 
efits; creative  and  challenging  environment.  Send  inquiries  to  Curtis 
L.  Reynolds,  III,  M.D.,  Director,  Cedar  Rapids  Medical  Education  Pro- 
gram, 1026  "A"  Avenue  NE,  Cedar  Rapids,  Iowa  52402. 


SOUTHEASTERN  IOWA  — Seeking  full-time  and  part-time  physicians 
for  new  50-bed  hospital  emergency  department.  Attractive  hourly  com- 
pensation and  malpractice  insurance  provided.  Benefit  package  avail- 
able to  full-time  physicians.  Contact  Emergency  Consultants,  Inc.,  2240 
S.  Airport  Road,  Room  43,  Traverse  City,  Michigan  49684,  1-800-253- 
1795  or  in  Michigan  1-800/632-3496. 


GENERAL  INTERNIST  — Marshfield  Clinic,  a growing,  nationally 
recognized  350-physician  comprehensive  multispecialty  group,  seeks 
BC/BE  general  internist  to  join  its  30-member  section  in  Marshfield  and 
regional  centers  in  central  and  northern  Wisconsin.  Skilled  colleagues, 
democratic  governance,  modem  facilities,  state-of-the-art  equipment, 
postgraduate  training  programs,  clinical  research,  diverse  practice  op- 
portunities, competitive  salaries/benefits,  an  expanding  regional  health 
care  system,  an  extremely  low  physician  turnover  rate  (3.4%)  and  an 
unwavering  commitment  to  quality  patient  care  all  contribute  to  a stim- 
ulating, satisfying,  secure  professional  environment.  The  unpolluted 
tranquil  rural  location,  outdoor  recreation,  low  crime  rate  and  excellent 
school  system  present  an  ideal  family  environment.  At  present,  we  offer 
the  qualified  general  internist  a variety  of  locations  and  practice  op- 
portunities including:  1)  traditional  general  internal  medicine  practice; 
2)  scheduled  practice  in  immediate  care  or  emergency  care;  3)  focused 
practice  in  perioperative  medical  care,  chemical  dependency,  geriatrics 
or  psychiatric  unit  medicine.  Send  CV  to  David  L.  Draves,  Director  of 
Physician  Recruitment,  Marshfield  Clinic,  1000  North  Oak  Avenue, 
Marshfield,  Wisconsin  54449.  Or  call  1-800/826-2345,  extension  5376. 


MASON  CITY,  IOWA  — Seeking  director,  full-time  and  part-time  phy- 
sicians for  low  volume  75-bed  hospital  emergency  department.  Great 
opportunity  to  develop  “state  of  the  art"  quality  assurance  and  edu- 
cational programs.  Excellent  compensation,  paid  malpractice  insurance 
and  full  benefit  package  to  full-time  staff.  Contact  Emergency  Consul- 
tants, Inc.,  2240  South  Airport  Road,  Room  43,  Traverse  City,  Michigan 
49684;  1-800/253-1795  or  in  Michigan  1-800/632-3496. 
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OPHTHALMOLOGY 


NORTH  IOWA  EYE  CLINIC,  P.C. 

ADDISON  W.  BROWN,  JR.,  M.D. 

MICHAEL  L.  LONG,  M.D. 

BRADLEY  L.  ISAAK,  M.D. 

RANDALL  S.  BRENTON,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 

GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 

WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D. 

RUSSELL  H.  WATT,  M.D. 

JOHN  M.  GRAETHER,  M.D. 

RUSSELL  R.  WIDNER,  M.D. 

GILBERT  W.  HARRIS,  M.D. 

JAMES  A.  DAVISON,  M.D. 

NORMAN  F.  WOODLIEF,  M.D. 

ERIC  W.  BLIGARD,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/754-6200 
SATELLITE  OFFICES: 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

300  SOUTH  KENYON  ROAD 
FORT  DODGE  50501 

515/576-7777 

516  SOUTH  DIVISION  STREET 
CEDAR  FALLS  50613 
319/277-0103 

OPHTHALMIC  ASSOCIATES,  P.C. 

ROBERT  D.  WHINERY,  M.D. 

STEPHEN  H.  WOLKEN,  M.D. 

ROBERT  B.  GOFFSTEIN,  M.D. 

LYSE  S.  STRNAD,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D. 

JAMES  W.  WHITE,  M.D. 

CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 

IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D. 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 

OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

1215  PLEASANT,  SUITE  408 
DES  MOINES  50309 
515/283-5780 
1/800/248-4443 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 

PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

ROBERT  G.  SMITS,  M.D.,  P.C. 

1040  5TH  AVENUE 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 

EASTERN  IOWA  HEAD  & NECK  SURGERY,  P.C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319/365-3883 


PATHOLOGY 


LABORATORY  OF  CLINICAL  MEDICINE 
DAVID  W.  GAUGER,  M.D. 

ROBERT  L.  MAAS,  M.D. 

L.  JEFF  RISSMAN,  M.D. 

11380  AURORA  AVENUE 
DES  MOINES  50322 
515/276-8402 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 

UPSHER  LABORATORIES,  IOWA  DIVISION 
GERALD  WEDEMEYER,  M.D.,  F.C.A.P. 
ASHOK  R.  PRADHAN,  M.D.,  F.C.A.P. 

11101  AURORA 
DES  MOINES  50322 
800/369-LABS  OR  515/254-0160 
COMPREHENSIVE  CLINICAL  AND 
ANATOMIC  PATHOLOGY  SERVICES 


PHYSICAL  MEDICINE  & 
REHABILITATION 


REHABILITATION  MEDICINE  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 
CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

YOUNKER  REHABILITATION 
CENTER 

IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 
515/283-6434 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 
HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL 
SERVICES  FOR  ADULTS,  ADOLESCENTS, 
CHILDREN  AND  INFANTS 


PULMONARY  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & 
ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 
DONALD  L.  BURROWS,  M.D. 
MICHAEL  WITTE,  D.O. 
PULMONARY  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 

LANCE  F.  YEOMAN,  D.O. 

1301  PENNSYLVANIA,  SUITE  304 
DES  MOINES  50316 
515/265-7677  OR  800/343-0390 

GENERAL  SURGERY  AND 
ENDOSCOPY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  O.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 

SINESIO  MISOL,  M.D. 

411  LAUREL,  SUITE  3300 
DES  MOINES  50314 
515/247-8400 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

SURGICAL  AFFILIATES,  P.C. 

JAMES  M.  CATERINE,  M.D.,  F.A.C.S. 

C.  DAVID  SMITH,  M.D. 

KATHLEEN  L.  SMITH,  M.D. 

KENDALL  REED,  D.O.,  F.A.C.O.S. 

STEVEN  A.  CAHALAN,  M.D. 

ONYEBUCHI  UKABIALA,  M.D.,  F.R.C.S. 
JOHN  STERN,  M.D. 

411  LAUREL,  SUITE  2100 
MERCY  MEDICAL  PLAZA  EAST 
DES  MOINES  50314 
515/247/3266 

GENERAL,  THORACIC,  VASCULAR, 
ONCOLOGIC  AND  PEDIATRIC  SURGERY 

WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/283-5767 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 
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In  the  Public  Interest 


The  Tougher  the  Job, 

The  More  Rewarding  It  Can  Be 


//HP HE  ANESTHESIA  EQUIPMENT  MAY  BE  in  tO- 

JL  tal  disarray.  Endotracheal  tubes  may 
be  locked  in  a cabinet  for  which  no  one  has  a 
key.  There  may  be  an  inadequate  supply  of 
oxygen  or  there  may  be  no  oxygen  at  all.  There 
may  be  no  monitors  of  any  kind.  You  will  have 
to  learn  to  get  along  with  a blood  pressure  cuff, 
a precordial  stethoscope  and  a finger  on  the 
carotid  pulse.  You  may  finally  do  what  your 
first  preceptor  told  you  to  do  — you  may  have 
to  touch  and  observe  your  patient." 

These  words  from  Harry  Lutz,  M.D.,  an 
anesthesiologist  who  has  volunteered  his  serv- 
ices outside  America  through  Health  Volun- 
teers Overseas,  are  a telling  description  of  what 
it's  like  to  practice  medicine  in  a developing 
country.  This  month's  issue  of  iowa  medicine 
features  3 Iowa  doctors  who  are  medical  vol- 
unteers. Each  year,  thousands  of  health 
professionals  from  across  America  become 
medical  volunteers  in  foreign  countries. 

The  American  Medical  Association  is  one 
of  several  organizations  which  recruit  health 
care  professionals  to  serve  stints  as  "medical 
missionaries."  Many  physicians  return  several 
times. 

Over  half  the  world's  population  does  not 
have  adequate  health  care.  In  many  countries, 
a majority  of  people  don't  have  access  to  san- 
itation and  safe  water.  These  countries  don't 
have  enough  doctors  because  people  leave  for 
training  in  the  U.S.  or  Europe  and  don't  re- 
turn. 

David  Van  Gorp,  M.D.,  an  Orange  City 
family  physician  whose  recent  trip  to  Romania 
is  described  in  this  month's  cover  story,  said, 
"There  were  so  many  needs,  we  didn't  know 
where  to  start."  Dr.  Van  Gorp  saw  40  patients 
a day  in  a makeshift  clinic  in  Beius,  Romania. 


Considering  the  primitive  conditions  and  com- 
munication problems.  Dr.  Van  Gorp  estimates 
this  to  be  roughly  equivalent  to  seeing  80  pa- 
tients a day  in  the  U.S. 

Sponsored  by  the  AMA,  Health  Volun- 
teers Overseas  (HVO)  last  year  placed  170 
physicians,  dentists,  physical  therapists  and 
nurses  in  16  training  programs.  HVO  is  a non- 
profit organization  which  focuses  on  improv- 
ing health  care  in  developing  countries  through 
training  and  is  just  one  of  many  organizations 
attempting  to  fill  the  crying  need  for  adequate 
health  care  in  developing  countries. 

Physicians  who  serve  as  medical  volun- 
teers must  be  flexible  and  innovative.  A phy- 
sician volunteering  services  abroad  will  be 
challenged  daily  to  seek  new  solutions  for 
problems  created  by  lack  of  materials  and 
equipment. 

According  to  Robert  McCool,  M.D,  the 
Clarion  physician  who  wrote  this  month's  story 
on  medical  missionary  work,  health  volun- 
teerism  is  a "chance  to  practice  the  way  you 
were  taught.  Practicing  under  these  conditions 
will  dredge  up  skills  you  learned  in  school." 

However,  the  many  physicians  and  other 
health  care  workers  who  make  these  trips  see 
the  health  care  problems  in  foreign  countries 
as  a challenge  rather  than  as  an  overwhelming 
obstacle. 

Perhaps  this  is  the  reason  all  3 of  these 
Iowa  medical  missionaries  — and  probably 
many  more  — say  medical  volunteerism  is  the 
most  rewarding  thing  they  have  ever  done. 

January  1991 
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President's  Privilege 


Robert  D.  Whinery,  M.D. 


The  Blahs 


DO  YOU  HAVE  THE  BLAHS?  In  Iowa,  it's 

that  time  of  year.  Cold  weather,  dark 
and  dreary  days  — that  will  do  it.  Scientists 
tell  us  we  need  sunshine  for  positive  mental 
health. 

It's  possible  that  Iowa  physicians  have 
the  medical  blahs.  The  “weather”  has  been 
stormy  for  quite  a while  and  certainly  we  are 
short  on  “sunshine.”  It  would  be  easy  to  be 
discouraged.  The  long  hours  and  tough  deci- 
sions don't  fit  well  with  the  decreasing  pay 
and  increasing  hassle.  But  for  the  sake  of 
our  patients,  our  families  and  ourselves,  we 
can't  give  up. 

I'm  fortunate  in  being  able  to  see  medi- 
cal issues  and  proposed  solutions  as  they  are 
being  developed.  I see  how  bad  things  could 
be  were  it  not  for  a lot  of  dedicated  people 
at  the  IMS  and  AMA.  The  results  of  these 
efforts  are  not  always  what  we  want  but 
“light  years"  better  than  what  might  have 
been.  Lots  of  effort  = small  victories. 

For  those  of  you  not  so  privileged  or  in- 
volved, the  practice  changes  can  be  pretty 
disheartening.  The  February  blahs  and  then 
some. 


But,  take  heart.  The  sunshine  and  flow- 
ers will  come  again  and  the  best  medical 
system  in  the  world  will  survive.  It  will  be 
changed,  but  I believe  still  exciting,  reward- 
ing and  appropriate. 

This  iowa  medicine  concerns  itself  with 
continuing  medical  education.  CME  is  vital 
to  every  doctor's  continuing  good  care.  I am 
noticing  that  more  and  more  of  our  medical 
publications  contain  political  and  socioeco- 
nomic issues.  I must  admit  I find  myself 
reading  these  articles  first  with  increasing 
frequency.  That's  probably  not  all  bad.  As 
well  as  we  understand  the  science  of  medi- 
cine, we  need  to  understand  the  social  mi- 
lieu in  which  we  work.  So  broaden  your 
continuing  education  and  better  appreciate 
and  understand  medicine's  present  and  fu- 
ture. 


Robert  D.  Whinery,  M.D. 

President 


February  1991  / 47 


The  Evolution  of 
Individualized  CME 


RICHARD  CAPLAN,  M.D. 
Iowa  City,  Iowa 


There  is  more  concern  than  ever 
about  the  small  percentage  of  physi- 
cians who  demonstrate  educational 
deficits  that  could  be  corrected. 


THE  IOWA  MEDICAL  society's  committee  on 
Education  has  followed  recent  attempts 
to  identify  physicians  whose  practice  behav- 
ior demonstrates  educational  deficits  that  are 
potentially  correctable.  The  committee  feels 
that  IMS  members  would  welcome  a review 
of  the  present  thinking  and  activities. 

"Quality  control,"  surely  not  new  to  the 
world  of  manufacturing,  is  not  new  to  the 
world  of  medicine  either,  e.g.,  standards  for 
laboratory  and  imaging  devices.  Neither  is  it 
new  when  applied  to  the  professional  work 
of  individual  physicians  — review  by  licen- 
sure authorities,  third-party  payers,  judges 
and  juries  in  malpractice  actions,  hospital 
credentialing  processes  and  tissue  and  infec- 
tion committees  are  old  stuff.  So  what's 
new?  There  are  at  least  2 recent  develop- 
ments. First  are  technical  means  of  review- 
ing physicians'  performance  with  greater  de- 


Dr.  Caplan  is  associate  dean  for  continuing  medical  education  for 
the  University  of  Iowa  College  of  Medicine. 


tail  and  accuracy  than  ever  before.  Second  is 
a new  willingness  outside  and  inside  medi- 
cine to  insist  that  those  whose  practice  be- 
havior fails  to  meet  peer  review  standards 
must  either  change  or  discontinue  the  aspect 
of  work  that  appears  inadequate. 

Important,  difficult  questions  arise  im- 
mediately. By  what  process  will  standards 
be  set?  What  sort  of  monitoring/inspection 
will  be  effective,  reasonable,  feasible?  Who 
will  ultimately  make  the  necessary  decisions 
about  adequate/safe  performance?  What 
safeguards  of  appeal  will  exist?  In  case  of  an 
adverse  decision,  what  penalties  will  be  im- 
posed or  remedies  attempted? 

In  the  context  of  educating  medical  stu- 
dents or  residents,  the  academic  world  de- 
pends on  the  opportunity  for  direct  interac- 
tion and  supervision  to  identify  and, 
usually,  correct  problems.  After  a practi- 
tioner has  functioned  independently,  how- 
ever, that  physician  is  largely  unsupervised, 
especially  in  outpatient  work,  and  usually 
becomes  substantially  and  usefully  self-as- 
sured (including  complacent  in  one's  errors). 
Some  grow  increasingly  out  of  touch  with 
new  developments.  More  group  practice, 
greater  pressure  related  to  hospital  creden- 
tialing, limited  duration  of  specialty  certifica- 
tion, greater  activism  on  the  part  of  the  pub- 
lic and  licensing  bodies  and  continuing  or 
increasing  regulatory  behavior  by  third-party 
payers  will  all  increase  supervision  and  re- 
view, whether  by  peers  or  others. 

Through  computerized  monitoring  plus 
altered  attitudes  and  institutional  environ- 
ments, an  increasing  number  of  physicians 
are  likely  to  be  found  wanting  in  some  as- 
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pect  of  clinical  skills  and  behavior  deemed 
necessary  to  good  patient  care.  Some  such 
deficits,  once  substantiated,  may  be  found 
due  to  illness  or  substance  abuse,  while  oth- 
ers may  be  deficits  of  knowledge  or  skill  that 
might  be  improved  through  carefully  fo- 
cused effort.  Education  may  then  be  pre- 
scribed. A person  sentenced  to  education, 
however,  is  unlikely  to  have  the  positive  at- 
titude meaningful  learning  requires. 

Providing  appropriate  educational  help 
under  such  circumstances  is  not  easy.  Even 
deciding  an  appropriate  name  provokes  con- 
troversy. Suggested  adjectives  have  included 
prescribed,  focused,  corrective,  remedial,  personal- 
ized and  enhanced,  but  most  favored  at  this 
moment  is  individualized  CME.  Those  con- 
cerned with  this  problem  have  looked  to- 
ward medical  schools  in  the  hope  that  an 
answer  may  be  available  there.  But  the  prob- 
lems are  formidable.  The  costs  to  administer, 
assess,  instruct,  and  evaluate  are  large  when 
performed  thoroughly  and  conscientiously. 
Futhermore,  a responsible  educational  insti- 
tution is  reluctant  to  certify  to  an  individu- 
al's competence  or  offer  assurances  that  the 
learner's  future  behavior  will  remain  satisfac- 
tory. It  can  only  attest  that  appropriate  edu- 
cational objectives  were  completed  satisfacto- 
rily. For  example,  attendance  could  be 
documented,  or  performance  on  written  or 
oral  tests  might  be  judged  satisfactory. 

Medical  schools  may  find  it  difficult,  il- 
legal or  otherwise  impossible  to  provide  clin- 
ical training  that  includes  actual  supervision 
of  a referred  learner  who  has  been  charged 
with  responsibility  for  patient  care.  In  an  ac- 
ademic setting  competition  for  learning  op- 
portunities (medical  students,  residents  and 
fellows)  and  ethical  problems  of  disclosure- 
to-patient  are  particularly  troubling  obsta- 
cles. Practitioners  in  community  settings 
may  be  as  effective  as  academic  physicians 
for  providing  clinical  learning  and  supervi- 
sion, but  the  needed  trust  and  cooperation 
will  not  come  easily. 

Several  factors  suggest  individualized 
instruction  should  be  concentrated  in  a few 
centers  over  the  nation.  The  number  of  phy- 
sicians in  need  will  be  relatively  small,  while 
the  costs  will  be  high  considering  the  highly 
individualized  effort  required.  Dr.  Thomas 
Meyer,  director  of  CME  at  the  University  of 
Wisconsin,  has  been  a national  leader  in  this 


effort.  That  medical  school  has  an  unusual, 
well-validated  library  of  independent  study 
material.  For  many  years  they  have  offered 
medical  students  an  alternative  curriculum 
that  uses  such  materials  for  the  preclinical 
subject  areas.  Examples  of  instruction  in- 
clude: pharmacological  principles  and  up- 
date, the  microbiology  of  antibiotic  resist- 
ance and  the  molecular  genetics  that 
produce  such  clinically  important  events,  the 
patho-physiology  of  cardiac  arrhythmias  and 
their  management  with  and  without  myocar- 
dial infarction,  and  so  on.  In  a presentation 
delivered  in  April,  1990,  Dr.  Meyer  said: 

It  is  possible  to  develop  a program  by 
which  unique  educational  interventions  are 
developed  for  physicians  whose  practice  pat- 
terns in  identifiable  areas  have  been  found 
inadequate.  Whether  a carefully  designed, 
rigorous  education  program  lasting  several 
months  changes  practice  patterns  has  yet  to 
be  determined. 

The  University  of  Wisconsin  program 
has  dealt  with  the  referral  of  36  Wisconsin 
physicians  during  the  past  2 years.  Their 
program  may  soon  accept  out-of-state  refer- 
rals. At  this  time  they  do  not  have  follow-up 
data  on  the  "graduates"  of  such  a program 
to  show  the  extent  of  success.  Many  national 
organizations  are  concerned  with  this  issue, 
and  a few  institutions  are  attempting  to  de- 
velop pilot  programs. 

Optimally,  CME  should  be  voluntary, 
prompted  by  physicians'  self-assessment  of 
their  actual  performance  plus  the  desire  to 
improve.  Reality  will  always  fall  a little  short 
of  that  ideal,  and  the  need  will  persist  in 
some  cases  for  a more  carefully  tailored, 
evaluated  CME  effort  imposed  from  outside. 

The  various  review  and  licensing  bod- 
ies, third-party  payers,  the  educational  es- 
tablishment and  organized  medicine  seem  to 
acknowledge  that  a small  fraction  of  practi- 
tioners have  educational  needs  that  warrant 
addressing,  and  that  such  effort  should  be 
as  constructive  as  possible,  rather  than  puni- 
tive. Debate  is  now  active  and  a few  proto- 
types are  appearing.  The  procedures  and 
timetable  for  further  action  remain  uncer- 
tain, but  the  developments  are  being  closely 
monitored  by  the  Education  Committee  and 
staff  of  the  Iowa  Medical  Society. 
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For  some  malpractice  carriers,  easy  come  meant  easy 
go.  But  not  The  Medical  Protective  Company.  Our  finan- 
cial stability  is  a legend  in  our  industry.  And  has  been 
since  we  invented  professional  liability  coverage  at  the 


turn  of  the  century.  Ninety  years  in  business  and  a 
continual  A+  (Superior)  rating  from  A.M.  Best  prove  it. 
Don’t  gamble  your  premium  dollars.  Put  your  money 
on  a sure  thing  and  call  our  general  agent  today. 


ISMB 


NO  DOOBl 


Gerry  Smeader 

Suite  512,  Merle  Hay  Tower,  3800  Merle  Hay  Road,  P.O.  Box  94127,  Des  Moines,  IA  50394 
(515)  276-6202 


Questions  and  Answers 


David  Thomas,  M.D. 

A New  Approach 
Knowledge  Gaps 


Personalized  CME  can  be  a very  effec- 
tive tool  for  correcting  medical  knowl- 
edge gaps , says  this  Marshalltown  fam- 
ily physician  who  is  chairman  of  the 
Iowa  Foundation  for  Medical  Care 
Comprehensive  Review  Committee. 


How  do  you  define  personalized  CME? 

Personalized  continuing  medical  educa- 
tion (CME)  is  an  educational  endeavor  de- 
signed to  fulfill  the  needs  of  specific  physi- 
cians. It  may  be  self-initiated  to  increase 
knowledge  in  a new  area,  correct  inadequate 
knowledge,  fill  a community  need  or  better 
care  for  patients  with  an  uncommon  problem. 

Some  personalized  CME  is  prescribed  by 
third  parties  (hospital  staff,  malpractice  in- 
surer or  the  PRO)  to  improve  the  quality  of 
patient  care  in  lieu  of  sanction  activity  or  loss 
of  privileges  or  coverage. 

Do  educational  deficiencies  make  a physician 
"impaired"  or  "incompetent"? 

Neither  term  is  appropriate.  The  physi- 
cian who  has  global  deficiencies  may  be  cur- 
rently incompetent.  The  physician  who  will 
not  or  cannot  learn  may  be  impaired.  These 
terms  have  such  negative  connotations  that  I 
prefer  not  to  use  them.  I prefer  "a  physician 
with  a knowledge  gap,  inadequate  fund  of 
knowledge  or  noncurrent  treatment  pat- 
terns." Perhaps  these  terms  fail  the  needs  of 
third  parties  but  they  better  serve  the  physi- 
cian in  need  of  personalized  CME. 


If  the  IFMC  identifies  physicians  who  need  per- 
sonalized CME,  what  steps  are  taken? 

By  contract  with  the  Health  Care  Financ- 
ing Administration,  the  IFMC  must  recom- 
mend education  to  physicians  with  "quality 
points."  Any  physician  who  receives  10  or 
more  quality  points  per  quarter  must  receive 
education.  This  "education"  can  often  take 
place  through  a brief  discussion  (in  person  or 
by  phone)  or  in  a letter  from  the  IFMC.  Twenty 
points  require  other  interventions  plus  edu- 
cation and  intensified  review.  This  often  is  a 
recommendation  for  reading  or  course  work. 
Those  receiving  25  or  more  points  must  be 
considered  for  sanction  activity  or  referral  to 
licensing  bodies.  A single  case  almost  never 
results  in  either  of  these,  but  rather  recom- 
mended education/reading,  standard  course 
work  such  as  ACLS  certification  or  courses  in 
other  areas.  After  the  education  is  completed, 
new  cases  are  reviewed  to  see  if  the  problem 
has  been  corrected. 

What  educational  means  have  you  used? 

The  Comprehensive  Review  Committee 
(CRC)  has  implemented  several  educational 
efforts  for  individual  physicians.  Most  are 
standard  courses  for  CME  credit  available  to 
any  physician.  One  physician  has  chosen  to 
attend  the  Nebraska  2-week  family  practice 
update.  More  unusual  efforts  have  included 
writing  a paper  or  preparing  an  annotated  bib- 
liography on  a specific  topic. 

Can  any  physician  get  CME  credit  for  these  in- 
dividual efforts? 

(Continued  next  page) 
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These  special  projects  may  be  eligible  for 
CME  credit,  but  the  IFMC  is  not  an  approved 
CME  provider  and,  by  law,  cannot  release  con- 
fidential information  about  a physician.  There- 
fore, the  only  way  for  a physician  to  receive 
credit  for  an  individual  project  is  to  explain  the 
project  to  a CME  provider  and  arrange  for 
credit  (probably  Category  II). 

Have  these  efforts  been  successful? 

Some  have  produced  an  obvious  improve- 
ment in  patient  care,  but  behavioral  changes 
are  difficult  to  measure.  When  the  IFMC 
doesn't  find  further  inappropriate  care,  does 
that  mean  it  doesn't  exist?  Has  the  patient  been 
referred  to  another  physician?  Is  the  local  peer 
review  process  counseling  the  physician  so  he 
or  she  does  it  right? 

The  bottom  line  is  quality  care — how  it 
happens  is  less  important.  A few  physicians 
have  thanked  the  IFMC  for  encouraging  them 
to  correct  deficiencies.  Since  I sign  many  of  the 
letters  and  know  who  gets  them,  I can  follow 
their  letter  volume  and  know  that  problems 
have  been  corrected.  I think  that  speaks  well 
for  the  educational  efforts. 


How  do  physicians  respond  to  your  committee's 
educational  recommendations? 

Most  physicians  would  like  the  IFMC,  the 
CRC,  peer  review  and  me  to  go  away.  Not 
surprisingly,  some  have  had  unique  sugges- 
tions on  what  I might  do!  Unfortunately,  phy- 
sicians feel  threatened  by  the  process.  FIow- 
ever,  once  physicians  meet  with  the  CRC,  they 
usually  recognize  the  areas  that  need  improve- 
ment and  often  suggest  their  own  educational 
program.  Two  have  volunteered  to  become 
board  certified  in  their  specialties.  Preparing 
to  sit  for  boards  should  help  correct  the  prob- 
lems. 

Unfortunately,  one  physician  refused  to 
take  a course  (ACLS)  even  though  he  contin- 
ued to  care  for  acute  myocardial  infarction  pa- 
tients. Rather  than  follow  what  he  called  our 
"silly  recommendation,"  he  retired. 

A small  number  of  physicians  have  not 
been  able  to  apply  the  formal  education  to  clin- 
ical practice  and  continue  to  make  the  same 
mistakes.  Further  efforts,  sanction  recommen- 
dations to  the  government  and/or  referral  to 
the  Board  of  Medical  Examiners  is  then  nec- 
essary. 


If  someone  you  know  needs 
confidential,  professional  help  for 
an  alcohol  or  drug  addiction,  tell 
them  about  Heartland  Place,  a new 
residential  treatment  facility  of 
Mercy’s  Addictions  Recovery  Center 
(MARC)  in  Davenport. 

Part  of  MARC’s  comprehensive 
continuum  of  care,  Heartland  Place 
offers  lower  cost  treatment  in 
distinctive  surroundings. 

Find  out  more  today  about 
MARC’s  high  quality  substance 
abuse  treatment  programs.  Call  us 
at  319-383-2799,  or  toll  free  at 
1-800-383-HOSP,  for  a free  brochure 
and  videotape. 

[jfi|  Mercy’s  Addictions 
III!  Recovery  Center 

Mercy  Hospital  Davenport,  Iowa 
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Postoperative  Toxic  Shock 
Syndrome 


DONALD  HUGHES,  M.D. 
JACK  STAPLETON,  M.D. 
Iowa  City,  Iowa 


The  authors  present  an  interesting  case 
of  nonmenstrual  toxic  shock  syndrome. 


TOXIC  SHOCK  SYNDROME  (TSS)  IS  POTENTIALLY 
lethal  if  not  diagnosed  and  treated  early 
in  its  course.  Attention  has  focused  on  the  as- 
sociation of  TSS  with  menstruating  women  and 
tampon  usage;  however,  TSS  can  result  from 
staphylococcal  infections  at  a variety  of  sites 
in  any  patient.  Nonmenstrual  related  cases  are 
associated  with  local  Staphylococcus  aureus  in- 
fections including  abscesses,  osteomyelitis  and 
post  surgical  cutaneous  and  subcutaneous  in- 
fections.1 A striking  feature  of  postoperative 
TSS  is  that  signs  of  local  wound  infection  are 
rarely  present.1-3  It  is  important  therefore,  that 
physicians  are  aware  of  the  occult  nature  of 
wound  infections  in  patients  presenting  with 
fever,  rash,  hypotension  and  the  other  sys- 


Dr.  Hughes  is  a family  practice  resident  at  the  U.  of  I.  College  of 
Medicine.  Dr.  Stapleton  is  an  internist  at  the  U.  of  I.  College  of  Medicine 
and  a Research  Associate  of  the  Veterans  Administration. 


temic  symptoms  of  TSS  following  surgical  pro- 
cedures. We  recently  cared  for  a patient  who 
illustrates  typical  clinical  findings  of  postop- 
erative TSS. 

Case  Report 

A 20-year-old  white  female  with  chronic 
renal  failure  due  to  medullary  cystic  kidney 
disease  was  admitted  to  University  of  Iowa 
Hospitals  and  Clinics  to  receive  her  4th  ca- 
daveric renal  transplant.  She  had  been  main- 
tained on  hemodialysis  for  7 years  using  a left 
femoral  bovine  arteriovenous  shunt.  Four  days 
after  transplantation  the  patient  developed  de- 
creased renal  function,  and  renal  biopsy  dem- 
onstrated acute  tubular  necrosis.  Eight  days 
later  the  transplanted  kidney  was  removed  and 
pathology  revealed  rejection  with  infarction. 

Two  days  after  the  transplant  nephrec- 
tomy the  patient  developed  fever  to  39.6°C. 
The  patient  was  immunosuppressed  with  sol- 
umedrol,  cyclosporin,  cytoxan,  anti-lympho- 
cyte globulin  and  OKT3  antibody  until  5 days 
following  nephrectomy.  Multiple  cultures  were 
obtained  (urine,  blood  and  wound),  and  all 
were  without  growth.  Four  days  after  her  ne- 
phrectomy an  ultrasound  of  the  incision  site 
showed  a small  fluid  collection.  Three  days 
later  2 fluid  collections  were  demonstrated  at 
the  nephrectomy  site  by  computerized  tomog- 
raphy. The  larger  one  measured  1.5  x 1.5  x 
3 cm.  The  larger  fluid  collection  was  drained 
by  ultrasound  guidance  and  3.5  mis  of  bloody 
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fluid  were  obtained.  A gram  stain  showed 
many  polymorphonuclear  leukocytes  but  no 
organisms  were  seen  and  culture  of  this  fluid 
was  negative. 

Eight  days  after  aspiration  of  the  fluid  col- 
lection, the  patient  developed  edema  of  the 
face  and  hands  and  a facial  rash.  Suspecting 
a drug  reaction,  all  medications  were  discon- 
tinued. Over  the  next  2 days  the  patient  com- 
plained of  malaise  and  myalgia,  nausea,  vom- 
iting, watery  diarrhea  and  dizziness  on 
standing.  A diffuse  erythematous,  macular 
rash  developed  and  only  spared  her  palms, 
lower  legs  and  feet.  The  rash  revealed  des- 
quamation, especially  on  the  trunk  and  face. 
There  was  facial  and  hand  edema  and  also 
hyperemia  of  the  oral  mucosa.  The  patient's 
fever  increased  to  39.9°C  and  she  developed 
bloody  diarrhea  and  hypotension  (blood  pres- 
sure of  86/40). 

Although  the  surgical  incision  showed  no 
evidence  of  infection  and  an  abdominal  CT 
scan  demonstrated  no  definite  fluid  collection, 
she  underwent  exploration  of  her  incision,  graft 
site  and  abdomen.  No  evidence  of  abscess  was 
identified,  and  minimal  serosanguinous  fluid 
was  present.  Following  surgery  however,  the 
patient's  fever  decreased  in  severity  and  2 days 
later,  she  received  Vancomycin.  Her  fever  and 
rash  resolved  within  48  hours.  She  subse- 
quently underwent  full-thickness  desquama- 
tion of  her  palms.  Cultures  of  serous  fluid  ob- 
tained at  surgery  and  incision  site  swabs  were 
negative  except  for  one  which  grew  staphylo- 
coccus epidermidis. 

Comment 

TSS  results  from  toxins  produced  by  Staph 
aureus  (pyrogenic  exotoxin  C and  enterotoxin 
F).2  Clinical  features  of  TSS  include  high  fever, 
profound  hypotension,  profuse  diarrhea, 
erythroderma,  mental  confusion  and  involve- 
ment of  multiple  organ  systems.  Initial  symp- 
toms and  signs  of  toxic  shock  are  intense  myal- 
gias, fever,  vomiting  and  diarrhea.  Patients  are 
often  confused  but  do  not  have  focal  neuro- 
logic or  meningeal  signs.  Severe  hypotension 
develops  rapidly  with  hypovolemic  shock. 
Typically  a deep-red  “sunburn"  rash  develops 
within  a few  hours.2  Five  to  10  days  after  de- 
velopment of  the  rash,  a fine  desquamation 
occurs  on  the  face,  trunk  and  extremities.  This 
is  usually  followed  by  the  nearly  pathogno- 
monic full-thickness,  peeling  desquamation  of 


TABLE  1 

CRITERIA  FOR  THE  DIAGNOSIS  OF  TSS 


Temperature  S:  38.9°C  (1001) 

Rash  with  subsequent  desquamation,  especially  on 
palms  and  soles  (100) 

Systolic  blood  pressure  < 90  mmHg  (100) 

Involvement  of  s 3 of  the  following  organ  system: 
Gastrointestinal:  vomiting,  profuse  diarrhea  (89) 

Muscular:  severe  myalgias  or  > 5-fold  increase 
in  creatine  phosphokinase  (96) 

Mucous  membranes  (vagina,  conjunctivae  or  pharynx): 
frank  hyperemia  (73) 

Renal  insufficiency:  blood  urea  nitrogen  or  creatinine 
at  least  twice  the  upper  limit  of  normal  with  pyuria  in  the 
absence  of  urinary  tract  infection  (75) 

Liver:  hepatitis;  bilirubin,  .SGOT,  SGPT  at  least  twice  the 
upper  limit  of  normal  (54) 

Blood:  thrombocytopenia  < 100,000  per  mm3  (53) 

Central  nervous  system:  disorientation  without  focal 
neurologic  signs  (59) 

Negative  results  of  throat  cultures,  CSF  culture,  serologic 


test  for  Rocky  Mountain  Spotted  Fever,  leptospirosis  and 
measles 


1 Percentage  of  patients  with  this  finding  on  presentation. 

Adapted  from  References  1,9 

the  palms  and/or  soles.  Major  causes  of  death 
in  TSS  are  adult  respiratory  distress  syndrome, 
intractable  hypotension  and  hemorrhage  due 
to  disseminated  intravascular  coagulation. 

Definitive  diagnosis  of  TSS  requires  meet- 
ing all  of  the  criteria  established  by  the  Centers 
for  Disease  Control  (Table  1).  Many  cases  do 
not  meet  these  strict  epidemiologic  criteria. 
These  cases  are  often  milder  and  do  not  pre- 
sent with  life  threatening  hypotension.  Tofte 
and  Williams  proposed  a case  definition  of 
“probable  TSS."4  For  a diagnosis  of  probable 
TSS,  3 or  more  of  the  criteria  shown  in  Table 
1 must  be  present  with  desquamation  of  the 
rash;  or  5 or  more  criteria  must  be  present  in 
the  absence  of  desquamation. 

Our  patient  met  all  of  the  major  criteria 
because  of  a fever  of  more  than  38.9°C,  systolic 
blood  pressure  <90  mm  Hg,  rash  with  sub- 
sequent desquamation,  gastrointestinal  in- 
volvement with  diarrhea  and  vomiting,  oral 
mucous  membrane  hyperemia  and  myalgias. 
She  did  not  manifest  central  nervous  system 
symptoms,  thrombocytopenia  or  hepatitis  and 
it  was  difficult  to  assess  renal  insufficiency  due 
to  her  chronic  renal  failure. 

Differential  Diagnosis  of  TSS 

Because  TSS  presents  with  a broad  spec- 
trum of  clinical  manifestations  with  multiple 
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TABLE  2 

DIFFERENTIAL  DIAGNOSIS  OF  TOXIC  SHOCK  SYNDROME 


Mucocutaneous  lymph  node 
syndrome 

Streptococcal  scarlet  fever 
Staphylococcal  scarlet  fever 
syndrome 

Rocky  Mountain  spotted  fever 
Leptospirosis 

Viral  exanthematous  disease 
Drug  eruptions 
Stevens-Johnson  syndrome 


Rubeola  and  rubella 
Meningococcemia 

Staphylococcal  scalded  skin 
Bullous  impetigo 
Erythema  multiforme 
Toxic  epidermal  necrolysis 
Acute  rheumatic  fever 
Graft  versus  Host  Disease 


Causes  of  isolated  fever,  hypotension,  Gl,  renal,  hepatic  or  muscle 
disease  must  be  considered. 


Adapted  from  Reference  2 and  9 


organ  system  involvement  and  there  are  no 
definitive  diagnostic  or  laboratory  tests,  it  is 
necessary  to  differentiate  it  from  a large  num- 
ber of  diseases  causing  rash  and  fever,  as  listed 
in  Table  2.  Many  of  the  diseases  on  this  list 
can  be  differentiated  from  TSS  on  clinical 
grounds  and  with  laboratory  evaluation,  but 
several  are  very  similar  and  more  difficult  to 
differentiate. 

Prominence  of  hypotension  and  absence 
of  group  A streptococcal  infection  by  culture 
or  serologic  means  eliminate  the  diagnosis  of 
scarlet  fever.  Bullous  lesions  and  a positive 
Nikolsky  sign  are  commonly  found  in  staph- 
ylococcal scalded  skin  syndrome  and  toxic  ep- 
idermal necrolysis,  but  not  in  TSS.  However, 
bullae  have  been  described  in  one  patient  with 
TSS.5  A febrile  drug  eruption  is  the  most  com- 
mon process  mistaken  for  TSS,  but  diarrhea 
and  hypotension  occur  in  TSS  and  are  not 
commonly  present  in  drug  eruptions,  helping 
to  distinguish  these  2 entities.  In  addition,  bi- 
opsy of  the  rash  can  help  distinguish  between 
TSS  and  toxic  epidermal  necrolysis  due  to  drug 
allergy.6 

Kawasaki's  disease  resembles  TSS  but  al- 
most always  occurs  in  young  children  with 
prominent  lymphadenopathy  and  is  accom- 
panied by  a more  prolonged  course.  Menin- 
gococcemia and  Rocky  Mountain  spotted  fever 
superficially  resemble  TSS  in  their  early  stages 
with  rash,  confusion  and  variable  hypoten- 
sion, but  lack  of  tick  exposure,  the  absence  of 
petechiae  and  a normal  CSF  examination  are 
more  suggestive  of  TSS.  In  patients  with  re- 
cent transplantation  or  transfusions  with  in- 
completely matched  blood,  graft  versus  host 


disease  must  be  considered.  Skin  biopsy  should 
differentiate  the  two. 

The  majority  of  TSS  cases  are  related  to 
menstruation.  Nonmenstrual  cases  accounted 
for  6%  of  reported  cases  prior  to  1981;  how- 
ever, by  1982  nonmenstrual  cases  had  in- 
creased to  15%.  This  increase  was  probably 
due  to  changes  in  the  pattern  of  tampon  use 
and  improved  recognition  of  TSS  in  different 
clinical  settings  because  of  the  widespread 
publicity  TSS  received  in  the  early  1980s.  Post- 
operative TSS  makes  up  a small  percentage  of 
cases  of  TSS.  Less  than  1%  of  cases  reported 
to  the  CDC  between  January,  1980  and  Au- 
gust, 1987  were  the  result  of  postoperative 
complications.7 

Postoperative  cases  of  TSS  typically  have 
their  onset  1 to  7 days  postoperatively,  al- 
though Barlett  and  colleagues  reported  a me- 
dian onset  of  symptoms  48  hours  following 
surgery.3 

An  important  and  misleading  aspect  of 
postoperative  TSS  is  that  signs  of  local  wound 
infection  are  usually  absent.  In  one  series,  lo- 
cal signs  of  infection  were  absent  in  15  of  17 
cases.4  Our  patient  demonstrated  no  external 
signs  of  infection  at  the  operative  site;  only  a 
fluid  collection  noted  previously  on  ultra- 
sound and  computerized  tomography  sug- 
gested possible  infection. 

As  with  our  patient,  surgical  exploration 
often  does  not  reveal  evidence  of  a wound 
infection.1' 3 Absence  of  local  signs  of  infection 
at  the  operative  site  does  not  rule  out  the  ex- 
istence of  a Staph  aureus  infection  capable  of 
producing  the  toxins  that  cause  TSS.3  The  res- 
olution of  symptoms  following  surgical  drain- 
age of  the  operative  site  supports  this  location 
as  the  source  of  the  underlying  staphylococcal 
infection  in  our  patient.  As  in  TSS  associated 
with  menstruation  and  tampon  use,  postop- 
erative TSS  patients  usually  have  negative 
blood  cultures. 

Treatment 

Acute  treatment  of  TSS  involves  aggres- 
sive fluid  resuscitation  aimed  at  maintaining 
adequate  circulating  volume,  cardiac  output, 
blood  pressure  and  perfusion  of  vital  organs. 
A thorough  patient  evaluation  including  a pel- 
vic exam  to  look  for  any  tampon,  diaphragm, 
cervical  cap  or  contraceptive  sponge  should  be 
done.  Also  a search  for  a localized  Staph  aureus 
(Continued  next  page) 
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infection  must  be  undertaken.  Cultures  should 
be  obtained  from  the  vagina,  rectum,  con- 
junctiva, oropharynx,  anterior  nares,  and  any 
site  of  localized  infection.  Blood  and  urine 
should  also  be  obtained  for  culture,  and  when 
clinically  indicated,  spinal  fluid  examined  and 
cultured.  Serologic  studies  should  be  obtained 
to  rule  out  Leptospirosis,  rubeola  and  Rocky 
Mountain  spotted  fever. 

The  use  of  beta-lactamase  resistant  anti- 
staphylococcal  antibiotics  are  useful  in  cases 
of  bacteremic  TSS;  however  the  appropriate 
use  of  antibiotics  has  not  proven  significant  in 
affecting  outcome  in  non-bacteremic  TSS.2  The 
crucial  treatment  of  postoperative  TSS  is  sup- 
portive, symptomatic  therapy  to  correct  hy- 
povolemic shock,  electrolyte  imbalance  and 
acidosis  and  prompt  surgical  drainage  of  the 
infected  site.1' 3- 8 In  the  case  of  our  patient,  her 
14  day  course  of  fever  resolved  only  after  sur- 
gical exploration  and  Vancomycin  therapy. 

Summary 

In  summary,  non-menstrual  TSS  is  poten- 
tially lethal  if  overlooked.  Postoperative  TSS 


can  be  particularly  difficult  to  diagnose  be- 
cause patients  often  present  with  mild  non- 
specific, "flu  like"  symptoms  and  usually  do 
not  have  evidence  of  local  wound  infection.  It 
is  therefore  important  to  have  a high  suspicion 
index  of  occult  wound  infection  complicated 
by  TSS  in  postoperative  patients  with  fever, 
rash,  gastrointestinal  symptoms  or  hypoten- 
sion. 
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Constipation  in  Infants 
and  Children 


VERA  LOENING-BAUCKE,  M.D. 
Iowa  City,  Iowa 


Chronic  constipation  in  children  can 
cause  serious  problems  if  left  un- 
treated. The  author  discusses  the  phys- 
iology of  constipation  and  effective 
treatments. 


CONSTIPATION  RESULTING  IN  DIFFICULTIES  with 
defecation  is  a common  problem  in  in- 
fants and  children.  Most  school-aged  children 
pass  at  least  three  stools  per  week,  with  the 
average  being  one  stool  per  day.  Therefore, 
constipation  in  them  is  defined  as  less  than  3 
stools  per  week.  In  infants  and  toddlers  stool 
frequency  depends  on  age.  A number  of  stud- 
ies reveal  a decline  from  more  than  4 stools 
per  day  during  the  first  week  of  life,  to  2 stools 
per  day  at  one  year  of  age,  to  one  stool  per 
day  at  4 years  of  age.1  Due  to  large  differences 
in  stool  frequency  at  varying  ages,  deviation 
from  normal  patterns  of  defecation  which 
might  justify  a diagnosis  of  constipation  has 
not  been  clearly  delineated  in  infants  and  tod- 
dlers. For  example,  the  neonate  who  easily 
eliminates  stool  one  time  a day  is  usually  not 
considered  to  be  constipated  even  though  this 
is  much  lower  than  the  average  of  4 stools  per 
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day.  However,  between  6 and  12  months  of 
age,  when  the  number  of  stools  per  day  nor- 
mally decreases,  this  infant  may  begin  to  skip 
days  and  eliminate  small  dry  pieces  of  stool, 
often  with  straining.  Now  it  is  called  consti- 
pation. 

Usually,  between  the  ages  of  1 and  2 years, 
children  with  a tendency  toward  constipation 
may  develop  a new  set  of  problems  related  to 
stool  retention  and  a marked  decrease  in  the 
frequency  of  bowel  movements.  In  some,  it 
develops  gradually.  In  others,  an  acute  epi- 
sode of  constipation  may  follow  a change  in 
diet  or  environment,  febrile  illness,  a period 
of  dehydration  or  bedrest.  Passage  of  these 
formed  stools  may  be  painful  and  result  in  anal 
irritation  or  anal  fissure.  Increasingly  aware  of 
defecation  control,  the  child  begins  to  with- 
hold stool  to  avoid  discomfort. 

When  the  “call  to  stool"  is  experienced, 
a child  may  forcefully  contract  the  anal  mus- 
cles. Increased  anal  muscle  activity  during  def- 
ecation contributes  to  chronic  stool  retention. 
The  rectum  accommodates  to  the  contents  and 
the  urge  to  defecate  gradually  passes.  As  the 
cycle  is  repeated,  greater  amounts  of  stool  col- 
lect in  the  rectum  with  longer  exposure  to  its 
drying  action.  Passage  of  the  harder,  larger 
stool  causes  greater  pain,  reinforcing  the  de- 
sire to  withhold.  Once  withholding  behavior 
begins,  additional  maneuvers  may  be  carried 
out  to  afford  greater  leverage  and  less  chance 
of  losing  the  stool.  Many  children  rise  on  their 
toes,  hold  their  legs  and  buttocks  stiffly  to- 
gether and  grip  a piece  of  furniture  for  rein- 
forcement. We  call  this  posturing  the  "duty 

(Continued  next  page) 


February  1991  / 59 


dance."  Initially,  children  may  hide  in  a cor- 
ner. As  the  stool  becomes  larger  and  more 
painful,  severe  screaming  may  accompany  the 
duty  dance.  Parents  too  often  misinterpret  this 
behavior  to  represent  attempts  at  defecation 
rather  than  withholding.  Defecation  attempts 
in  a standing  or  a lying  down  position  with 
legs  extended  is  withholding.  An  occasional 
child  assumes  a squatting  position  while  with- 
holding. 

If  stool  retention  remains  untreated  for  a 
prolonged  period,  the  rectum  will  become  so 
filled  with  stool  that  formed,  soft  or  semiliquid 
stool  leaks  around  the  accumulated  firm  stool 


'Children  with  constipation  often 
have  additional  symptoms  like 
daytime  wetting , bedwetting , uri- 
nary track  infections  and  abdom- 
inal pain.' 


mass.  This  is  called  involuntary  fecal  soiling, 
overflow  incontinence  or  encopresis.  Soiling 
can  consist  of  a smear,  smearing  all  day  long, 
a partial  or  a complete  bowel  movement.  These 
children  are  dirty  while  awake  and  tend  to 
have  little,  if  any,  soiling  when  asleep. 

Parents  often  assume  the  soiling  is  due  to 
the  reluctance  of  the  child  to  use  the  toilet, 
while  most  of  these  unfortunate  children  have 
decreased  rectal  sensation  or  do  not  experi- 
ence an  urge  to  defecate.2  Children  with  stool 
soiling  deny  the  presence  of  stool  in  their  un- 
derclothes and  the  accompanying  fecal  odor. 
Parents  usually  find  this  situation  frustrating, 
and  soiling  becomes  a major  issue  of  conten- 
tion. Parents  frequently  date  the  onset  of  their 
child's  problem  to  the  sudden  appearance  of 
the  soiling,  an  indication  of  how  little  attention 
was  paid  previously  to  the  child's  bowel  hab- 
its. Often  constipated  children  will  have  bowel 
movements  daily  or  several  times  daily,  but 
stool  evacuation  is  incomplete  as  evidenced  by 
periodic  passage  of  very  large  amounts  of  stool, 
sometimes  large  enough  to  clog  the  toilet. 
Sometimes  incomplete  evacuation  is  evi- 
denced by  a very  large  amount  of  stool  in  a 
dilated  rectum.  In  one-third  of  patients,  a su- 
prapubic fecal  mass  is  present  which  might 


extend  up  to  the  umbilicus  (megarectum).  In 
10-15%,  the  entire  colon  is  distended  (mega- 
colon). 

Hirschsprung's  disease  must  be  consid- 
ered when  evaluating  an  infant  experiencing 
difficulty  passing  stools.  Hirschsprung's  dis- 
ease accounts  for  20-25%  of  cases  of  neonatal 
obstruction.  The  typical  newborn  fails  to  pass 
meconium  during  the  first  48  hours  of  life,  has 
abdominal  distention  and  finally  bilious  vom- 
iting. Approximately  3%  of  infants  less  than 
12  months  of  age  with  defecation  difficulties 
will  have  Hirschsprung's  disease.  The  per- 
centage is  much  higher  if  failure  to  thrive,  rib- 
bon-like stools  and  abdominal  distension  are 
present. 

The  term  "psychogenic"  constipation  is 
unfortunately  applied  to  children  with  idi- 
opathic constipation  in  whom  stool  retention 
and  a large  rectum  occurs  and  in  whom  an 
underlying  disease  like  neurogenic  causes,  en- 
docrine causes,  anal  lesions  and  constipating 
drugs  have  been  ruled  out.  (References  3 and 
4 give  a more  complete  listing  of  rare  causes 
of  constipation  with  or  without  fecal  soiling.) 
Emotional  and  behavior  problems  may  be  sig- 
nificant in  the  face  of  withholding,  involuntary 
soiling  and  subsequent  punitive  action  by  par- 
ents who  misunderstand  the  dynamics  of  the 
problem.  Appropriate  therapy  for  constipa- 
tion often  results  in  early  and  complete  reso- 
lution of  the  symptoms  and  the  emotional  ten- 
sion. Our  research  suggests  that  emotional  and 
behavioral  disturbances  are  more  often  the 
consequence  of  stool  soiling  rather  than  its 
causes.5  Children  with  constipation  often  have 
additional  symptoms  like  daytime  wetting, 
bedwetting,  urinary  tract  infections  and  ab- 
dominal pain.  Most  often,  daytime  wetting, 
urinary  tract  infections  and  abdominal  pain  re- 
solve with  appropriate  therapy  for  constipa- 
tion. 

Pathophysiology  and  Etiology 

Fecal  continence  requires  normal  action  of 
the  anal  sphincters,  normal  sensory  receptors 
in  the  rectum  and  anus  and  a normal  rectal 
reservoir.  Continence  and  defecation  involve 
coordination  of  many  reflex  mechanisms.  The 
entry  of  a fecal  bolus  into  the  rectum  results 
in  contraction  of  the  right  side  of  the  colon  and 
rectum  and  relaxation  of  the  internal  and  ex- 
ternal anal  sphincters.6  When  it  is  socially  in- 
convenient to  defecate,  the  external  sphincter 
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contracts.  When  it  is  socially  convenient,  the 
intraabdominal  pressure  is  increased  volun- 
tarily and  expulsion  of  stool  occurs. 

Several  anorectal  physiologic  abnormali- 
ties have  been  found  during  anorectal  function 
testing  with  one  or  several  abnormalities  pres- 
ent in  97%  of  children  who  have  no  obvious 
organic  cause  for  constipation  or  encopresis.7 

a)  Abnormalities  in  rectal  and  sigmoid 
sensations  have  been  found  in  these  children.2 

b)  Rectal  distention  does  not  produce  vig- 
orous rectal  contractions  in  many  of  these  chil- 
dren.8 

c)  Abnormal  contraction  of  the  external 
anal  sphincter  and  pelvic  floor  during  defe- 
cation was  observed  in  50%  of  patients.9  This 
is  a common  abnormality  in  children  who  have 
not  responded  to  laxative  treatment. 

Management 

Most  children  with  chronic  constipation 
with  or  without  encopresis  will  benefit  from  a 
well-organized  treatment  plan.  The  therapy 
should  be  appropriate  for  the  severity  of  the 
disorder  and  the  age  of  the  child.  Treatment 
includes: 

Education:  The  stooling  problem  is  caused 
by  the  underlying  constipation  and  not  by  a 
disturbance  in  the  psychological  behavior  of 
the  child.  Soiling  occurs  involuntarily  and  usu- 
ally without  the  child's  knowledge.  The  man- 
agement plan  should  be  explained  in  detail. 

Evacuation  of  stools  with  enemas:  Initial 
disimpaction  should  always  be  accomplished 
in  the  physician's  office.  A hypertonic  phos- 
phate enema  can  be  used,  with  1 oz/5  kg  body 
weight  in  very  young  infants  and  an  adult- 
sized enema  (4.5  oz)  for  children  over  20  kg. 
In  most  children,  one  to  two  enemas  will  clean 
the  bowel.  It  is  important  that  the  child  is 
reevaluated  after  the  enema  to  determine  that 
disimpaction  has  occurred. 

Prevention  of  reaccumulation  of  stools: 
Daily  defecation  should  be  maintained  by  daily 
administration  of  laxatives  beginning  on  the 
evening  of  the  bowel  cleanout.  Laxatives 
should  be  used  according  to  age,  body  weight 
and  severity  of  the  constipation  (Table  1).  It 
appears  the  choice  of  medication  is  not  as  im- 
portant as  a high  enough  dosage  and  the  child's 
and  parent's  compliance.  Laxatives  need  to  be 
continued  for  3 months  to  help  the  distended 
bowel  regain  some  function  and  then  reduced 
in  small  decrements. 


TABLE  1 

SUGGESTED  DOSAGES  OF  COMMONLY  USED  LAXATIVES 


Age 

Dose 

Malt  soup 

extract 

(Maltsupex) 

Infant 

Breast  fed:  5-10  ml  in  2-4 
oz  of  water  or 
fruit  juice  twice 
daily 

Bottle  fed:  7.5-30  ml  in 
day's  total 
formula  or  5-10 
ml  in  every 
second  feeding 

Karo  syrup 

Infant 

Dose  is  the  same  as  that  of 
malt  soup  extract 

Milk  of 
Magnesia 

>6  months 

1-3  ml/kg  body  weight/day( 
once  daily 

Mineral  oil 

>6  months 

Dose  the  same  as  that  of 
Milk  of  Magnesia 

Lactulose 

>6  months 

Concentration  10  gm/15  ml: 
1-2  ml/kg  body  weight/day 
divided  in  2 doses 

Senokot  syrup 

1-5  years 
5-1 5 years 

5 ml  at  bedtime,  maximum 
5 ml  twice  daily 
10  ml  at  bedtime,  maximum 
10  ml  3 times  daily  (10  ml 
equals  1 teaspoon  granules) 

Occasionally,  stimulants  like  Senokot  can 
be  used  for  a few  months.  Children  over  6 years 
can  be  given  the  choice  of  either  daily  oral  lax- 
atives or  a 10-mg  bisacodyl  suppository,  one  of 
which  is  inserted  daily  before  breakfast  into  the 
rectum  for  the  initial  2 months.  The  advantage 
of  suppository  treatment  is  the  bowel  clean- 
out is  accomplished  prior  to  leaving  for  school 
and  soiling  is  rare.  After  2 to  3 months  the 
patient  should  be  switched  from  suppositories 
to  an  oral  laxative. 

A normal  diet  with  adequate  fiber  and  low 
quantities  of  refined  sugar  is  advised. 

Reconditioning  the  Child 

Toddler:  Toilet  training  attempts  in  a 
young  child  who  resists  potty  sitting  should 
be  abandoned.  The  child  can  be  put  back  into 
diapers.  Toilet  training  can  be  resumed  when 
normal  bowel  patterns  are  accomplished.  Re- 
wards for  toilet  sitting  and  for  bowel  move- 
ments into  the  toilet  are  given. 

The  older  child  is  required  to  sit  on  the 
toilet  for  up  to  5 minutes,  3-4  times  a day  fol- 
lowing meals.  Defecation  trials  are  very  im- 

(Continued  next  page) 


February  1991  / 61 


portant  and  are  a must  in  any  treatment  pro- 
gram. 

Normal  defecation  patterns  can  be  taught 
using  biofeedback  training.10  Biofeedback 
training  is  labor  intense,  costly  and  available 
only  in  a few  specialized  centers.  Most  pa- 
tients who  relax  the  pelvic  floor  during  defe- 
cation recover  while  few  of  those  with  abnor- 
mal contractions  will  have  recovered  12  months 
after  laxative  treatment  was  begun.8  There- 
fore, biofeedback  training  may  be  optional  for 
children  who  have  an  abnormal  contraction  of 
the  external  sphincter  and  pelvic  floor  during 
defecation  and  have  complied  but  failed  a con- 
ventional treatment  program. 

The  children  and  their  parents  are  in- 
structed to  keep  a daily  record  of  bowel  move- 
ments, fecal  soiling  and  medication  use.  This 
helps  monitor  compliance  and  helps  to  make 
appropriate  adjustments  in  the  treatment  pro- 
gram. 

Follow-up  Visits:  Since  managing  this  dis- 
order requires  considerable  patience  and  effort 
on  the  part  of  the  child  and  parents,  it  is  im- 
portant to  provide  necessary  support  during 
treatment.  Infants  and  toddlers  usually  re- 
quire medication  for  1-3  months.  Fifty  percent 
of  children  5 years  and  older  will  be  off  laxa- 
tives and  have  no  recurrence  of  their  symp- 
toms 12  months  after  start  of  treatment.2- 8- 9 
Another  15  to  20%  may  be  weaned  within  1 
to  2 years.  The  remainder  will  continue  to  re- 
quire laxatives  for  daily  bowel  movements, 
some  into  adulthood. 
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Clinicopathologic  Conference 


A Case  of  Mistaken  Identity 


A 59- year-old  man  was  admitted  to  Uni- 
versity of  Iowa  Hospital  for  evaluation 
of  fever,  pulmonary  infiltrates  and  panycto- 
penia. 

Clinical  Findings 

Tina  Wald,  M.D.,  Internal  Medicine:  The 

patient  developed  weakness,  malaise,  dysp- 
nea and  a non-productive  cough  in  late  1988. 
These  symptoms  persisted  and  a bronchos- 
copy was  performed  in  February  of  1989.  Pa- 
thology showed  noncaseating  granulomas  and 
a diagnosis  of  sarcoidosis  was  made.  Oral  ster- 
oids were  administered  from  February  to  June 
of  1989  with  resolution  of  symptoms. 

Malaise  and  cough  returned  in  September 
of  1989.  Despite  60  mg  of  Prednisone  per  day, 
symptoms  worsened  to  include  fevers,  chills, 
night  sweats,  a 10-15  pound  weight  loss,  dysp- 
nea and  a continued  non-productive  cough. 
He  was  hospitalized  briefly  in  early  Novem- 
ber. Chest  x-ray  revealed  a left  perihilar  infil- 
trate which  improved  with  I.  V.  antibiotics.  Also 
noted  were  bilateral  perihilar  fibrosis  and  small 
bilateral  nodular  densities  which  had  not 
changed  since  the  time  of  bronchoscopy.  Pred- 
nisone was  continued  at  a dose  of  30  mg  per 
day.  Despite  treatment,  symptoms  continued 
and  he  was  readmitted  in  late  November. 

Temperature  was  40.6°C,  blood  pressure 
100/70,  pulse  120  and  respirations  20.  No  ab- 
normalities were  noted  on  physical  examina- 
tion. 

Laboratory  examination  showed  a WBC 
of  3700/ul,  Hb  12.2  g/dl,  hematocrit  35.4%  and 
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platelet  count  18,000/ul.  WBC  differential 
showed  81%  polys,  11%  bands,  4%  lympho- 
cytes, 3%  monocytes  and  1%  eosinophils. 
Electrolytes,  BUN  and  creatinine  were  normal. 
Sedimentation  rate  was  22.  Chest  x-ray  was 
unchanged.  Bone  marrow  smears  and  sections 
showed  multiple  epitheliod  granulomas  and 
negative  acid  fast  and  Gomeri-methenamine 
silver  stains.  He  was  treated  with  I.V.  anti- 
biotics and  the  following  day  was  transferred 
to  University  of  Iowa  Hospital. 

Past  medical  history  was  remarkable  for 
excision  of  a basal  cell  carcinoma  of  the  ear,  a 
transurethal  resection  of  the  prostate  and  a 
history  of  “asthma"  when  exposed  to  moldy 
hay  or  animals.  He  was  married  and  did  not 
smoke  or  drink.  He  had  worked  for  the  last 
27  years  in  a machinery  company  and  also 
farmed. 

Upon  transfer,  he  was  extremely  dia- 
phoretic. Temperature  was  38.5,  blood  pres- 
sure 110/70,  pulse  100  and  respirations  20. 
Physical  examination  was  unchanged  except 
the  liver  was  mildly  enlarged,  spanning  12-14 
cm,  and  the  spleen  was  4 cm  below  the  left 
costal  margin. 

Laboratory  examination  showed  a WBC 
of  2900/ul,  hemoglobin  10.7  g/dl,  hematocrit 
30%  and  platelets  14,000/ul.  Protein  was  5.1  g/ 
dl,  albumin  2.6  g/dl,  calcium  7.6  mg/dl,  phos- 
phorus 2.5  mg/dl,  glucose  173  mg/dl,  uric  acid 
3.6  mg/dl,  bilirubin  0.8  mg/dl,  alkaline  phos- 
phatase 62  IU/1,  LDH  457  IU/1  and  AST  54  IU/ 
1.  PT  was  12.0  seconds  (normal  10-13),  PTT  60 
seconds  (normal  22-39),  FDP  > 80  mcg/ml  and 
fibrinogen  248  mg/dl  (normal  160-340).  Bleed- 
ing time  was  25  minutes  (normal  2. 5-9. 5).  Uri- 
nalysis was  normal.  Arterial  blood  gas  on  3 
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Figures  1 and  2.  Chest  x-ray  showed  diffusely  prominent  bronchovascular  markings  and  a focal  infiltrate  in  the  left 
upper  lobe. 


liters  of  oxygen  by  nasal  canula  showed  a pH 
of  7.44,  pC02  40  torr  and  p02  84  torr.  Chest 
x-ray  showed  diffusely  prominent  broncho- 
vascular marking  and  a focal  infiltrate  in  the 
left  upper  lobe.  (Figures  1 and  2.)  The  patient 
was  admitted  to  intensive  care  and  a diagnos- 
tic procedure  was  performed. 

Clinical  Discussion 

Stephen  Hempel,  M.D.,  Internal  Medi- 
cine: This  is  a 59-year-old  male  admitted  with 
a prolonged  febrile  illness  associated  with  pul- 
monary infiltrates  and  pancytopenia.  The  his- 
tory is  notable  for  biopsies  showing  non-ca- 
seating  granulomas  and  a clinical  response  to 
cortiocosteroids.  The  patient  subsequently  be- 
came unresponsive  to  steroids  and  at  the  time 
of  admission  was  malnourished  and  toxic  and 
had  a coagulopathy,  elevated  LFT's  and  hy- 
poxemia. The  chest  x-ray,  in  addition  to  the 
prominent  bronchovascular  markings  and  left 
upper  lobe  infiltrate,  showed  diffusely  in- 
creased interstitial  markings  with  small  nod- 
ules. This  chest  x-ray  pattern  carries  a broad 
differential  which  I will  briefly  review.  I will 
then  discuss  granulomatous  diseases,  which 
may  also  produce  this  pattern. 

Some  of  the  diseases  which  may  have  this 
chest  x-ray  pattern  include:  idiopathic  pul- 


monary fibrosis,  any  of  the  collagen  vascular 
diseases  including  rheumatoid  arthritis,  scle- 
roderma, systemic  lupus  erythematosis,  pol- 
ymyositis, dermatomyositis,  Sjogren's  syn- 
drome or  mixed  connective  tissue  disease. 
Additional  syndromes,  which  I do  not  believe 
this  patient  has,  would  include  chronic  eosin- 
ophilic pneumonia,  lymphangioleiomyoma- 
tosis,  histiocytosis-x  or  alveolar  proteanosis. 

Occupational  lung  diseases  would  in- 
clude silicosis,  asbestosis  or  berylliosis.  There 
is  no  evidence  in  the  clinical  history  that  he 
was  exposed  to  any  of  these  agents.  The  ques- 
tion of  farmer's  lung  is  raised  by  the  clinical 
history.  Additional  related  hypersenitivity 
pneumonias  such  as  humidifier  lung  or  air- 
conditioner  lung  should  be  considered.  Many 
medications  including  Bleomycin,  Cyclophos- 
phamide, Methotrexate,  Nitrofurantoin,  Hy- 
dralazine, Procainamide,  Penicillamine  and 
even  Hydrochlorothiazide  may  present  with 
interstitial  lung  disease  with  or  without  nod- 
ules. 

Among  diseases  which  may  cause  non- 
caseating  granulomas  in  the  lung  is  sarcoido- 
sis, which  was  the  initial  working  diagnosis  in 
this  case.  This  disease  is  population  specific, 
more  common  in  blacks  than  in  whites  and 
more  common  in  Scandinavians  than  other 
Caucasians.  The  disease  is  usually  asympto- 
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matic,  however,  it  can  present  with  dyspnea, 
cough  and  wheezing.  During  the  acute  pres- 
entation there  can  be  fever,  arthralgias  and 
erythema  nodosum.  Presence  of  erythema  no- 
dosum is  considered  a marker  of  more  benign 
and  frequently  self  limited  disease.  Fatigue, 
weight  loss  and  anorexia,  as  in  this  case,  are 
uncommon.  The  most  frequent  presentation 
is  asymptomatic  hilar  adenopathy  found  on 
routine  chest  x-ray.  The  diagnosis  of  sarcoid- 
osis is  made  by  identification  of  non-caseating 
granulomas  in  tissue.  A lymph  node  biopsy 
usually  has  the  highest  yield  and  is  often  the 
safest.  Transbronchial  lung  biopsy  is  also  very 
useful  and  is  positive  in  60%  of  patients  with 
normal  x-rays  and  in  85-90%  of  patients  with 
abnormal  chest  x-rays.  It  is  important  to  re- 
member that  sarcoidosis  often  does  not  require 
therapy.  Treatment  should  be  reserved  for  pa- 
tients with  objective  evidence  of  organ  injury. 
Non-caseating  granulomas  can  also  occur  in 
tuberculosis,  fungal  infections,  lymphomas 
and  vasculitis.  Therefore,  these  other  disor- 
ders must  be  ruled  out  before  a diagnosis  of 
sarcoidosis  can  be  entertained. 

Lymphoma  may  present  with  fever, 
weight  loss,  malaise  and  fatigue.  Pulmonary 
involvement  with  this  disorder  is  common  and 
there  may  be  associated  hepatosplenomegaly 
and  bone  marrow  involvement  with  anemia, 
leukopenia  and  thrombocytopenia,  as  in  this 
case.  Lymphocytic  interstitial  pneumonia  is  a 
lymphocytic  infiltrative  process  which  may 
present  with  cough,  dyspnea  and  fever.  It 
presently  is  a diagnostic  criteria  for  AIDS  in 
children.  It  is  often  associated  with  Sjogren's 
syndrome  and/or  rheumatoid  arthritis.  Gran- 
uloma formation  may  occur.  It  can  progress  to 
a frank  lymphoma.  Lymphomatoid  granulo- 
matosis is  a lymphoma-like  disorder  which  fre- 
quently presents  with  pulmonary,  CNS,  skin 
and  renal  lesions. 

Hypersensitivity  pneumonitis  is  also  in  the 
differential.  This  is  typically  characterized  by 
fevers,  dyspnea  and  cough  4-6  hours  after  an- 
tigen exposure  with  associated  spontaneous 
resolution.  However,  recurrent  exposure  can 
result  in  chronic  interstitial  disease.  A toxic 
presentation  such  as  this  would  be  unusual. 

Tuberculosis  remains  a concern  in  Iowa. 
This  disease  frequently  causes  fever,  night 
sweats,  weight  loss  and  cough.  It  can  involve 
any  organ  system  and  hepatosplenomegaly, 
as  in  this  case,  is  common  in  the  disseminated 


form.  In  addition,  bone  marrow  involvement 
with  pancytopenia  occurs  in  disseminated  tu- 
berculosis. 

Fungal  infections  would  also  be  in  the  dif- 
ferential diagnosis  of  this  case.  These  include: 
histoplasmosis,  blastomycosis,  coccidioido- 
mycosis, cryptococcus  and  aspergillosis.  Since 
this  patient  was  not  initially  neutropenic,  it  is 
unlikely  this  is  an  aspergillosis  infection.  How- 
ever, the  remaining  4 fungal  diseases  are  all 
in  the  differential. 

Histoplasmosis  is  the  most  common  fun- 
gal disease  in  Iowa.  About  90%  of  histoplasma 
infections  are  asymptomatic  or  present  with  a 


'Fungal  infections  would  also  be 
in  the  differential  diagnosis  of  this 
case.  These  include:  histoplas- 
mosis, blastomycosis , coccidioi- 
domycosis, cryptococcus  and  as- 
pergillosis/ 


simple  flu-like  illness  for  which  the  patient  does 
not  seek  medical  attention.  The  primary  pul- 
monary infection  is  often  characterized  by 
cough,  fever,  myalgias,  stomach  pain  and 
pleuritic  chest  pain.  There  may  be  associated 
dyspnea,  cyanosis,  deep  chest  pain  and  peri- 
cardititis.  There  may  be  the  additional  symp- 
toms of  erythema  nodosum,  erythema  multi- 
forme and  a rash  and/or  arthralgias.  Patchy 
pulmonary  infiltrates  with/or  without  hilar  and/ 
or  mediastinal  adenopathy  are  frequently  seen 
on  the  chest  x-ray.  Splenic  calcification  seen 
on  chest  x-ray  or  abdominal  flat  plate  is  con- 
sidered pathognomonic  of  previous  infection. 

Patients  with  underlying  parenchymal 
disease  may  also  develop  a chronic  pulmonary 
form  of  the  disease.  Histoplasmosis  reinfec- 
tion is  characterized  by  a shorter  incubation 
period,  a miliary  chest  x-ray  pattern  and  often 
does  not  have  hilar  adenopathy.  Massive  ex- 
posure a second  time  to  histoplasmosis  may 
result  in  a fulminant  pulmonary  process  with 
respiratory  failure. 

Disseminated  histoplasmosis  occurs  in  in- 
fants and  males  over  40  years  of  age.  It  often 
follows  a period  of  immunosuppression.  Pre- 
senting manifestations  include:  weight  loss, 
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fever,  malaise  and  weakness.  Ulcers  of  the  oral 
pharynx,  nasal  pharynx  or  larynx  with  asso- 
ciated dysphagia  or  hoarseness  occur  in  90% . 
GI  ulcers  are  also  common.  Hepatospleno- 
megaly  with  anemia,  leukopenia  and  throm- 
bocytopenia is  frequently  found.  Adrenal  in- 
sufficiency with  symptoms  of  Addison's 
Disease  is  also  common.  Meningitis  or  focal 
cerebritis  also  can  occur  with  disseminated  his- 
toplasmosis. 

Diagnosis  of  histoplamosis  requires  re- 
covery of  the  organism,  seen  either  in  culture 
or  on  silver  stain.  In  primary  infection  recov- 
ery of  the  organism  can  be  difficult.  In  the 
disseminated  form  organism  recovery  is  often 
easier.  It  has  been  reported  that  oral  lesions 
are  positive  for  the  organism  91%  of  the  time, 
lymph  nodes  72%,  bone  marrow  70%,  sputum 
60%,  blood  54%,  CSF  45%  and  the  urine  is 
positive  about  43%  of  the  time  in  cases  of  dis- 
seminated disease.  Other  tests  which  may  be 
helpful  but  not  diagnostic  include:  a comple- 
ment fixation  test  of  1:32  or  a 4-fold  rise  in 
titer.  Immunodiffusion  may  reveal  an  M and 
an  H band.  The  H band  is  suggestive  of  active 
infection.  A latex  agglutination  of  1:16  or 
greater  is  suggestive  of  the  disease.  It  is  im- 
portant to  know  that  the  skin  test  is  of  minimal 
utility  in  diagnosing  this  disease. 

What  do  I think  about  this  patient?  I be- 
lieve the  diagnostic  procedure  was  a bone  mar- 
row biopsy.  It  is  of  low  risk  and  is  easily  ob- 
tained. A second  possibility  would  have  been 
repeat  bronchoscopy  with  transbronchial  lung 
biopsy.  Sarcoidosis  is  a possible  diagnosis. 
However,  the  lack  of  response  to  Prednisone 
therapy  makes  this  unlikely.  The  second  pos- 
sibility would  be  tuberculosis,  but  I believe  the 
organism  would  have  been  recovered  previ- 
ously. While  the  clinical  history  raises  a ques- 
tion of  hypersensitivity  pneumonitis,  this  dis- 
order would  not  give  granuloma  formation  in 
the  bone  marrow. 

I believe  the  most  likely  diagnosis  is  dis- 
seminated histoplasmosis.  This  disease  would 
account  for  his  fevers,  chills,  night  sweats, 
weight  loss,  the  non-caseating  granulomas  and 
his  pancytopenia.  The  initial  response  to  Pred- 
nisone was  most  likely  due  to  its  anti-inflam- 
matory effects. 

Pathologic  findings:  Bone  marrow  biopsy  with 
silver  stain  confirmed  the  diagnosis  of  dissem- 
inated histoplasmosis. 
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Foley,  Conn  and  H.  F.  Pizer,  1990,  The  Stroke 
Fact  Book,  revised  and  updated  edition.  Cour- 
age Press,  Golden  Valley,  Minnesota,  paper- 
back $12.95.  The  lay  reader  is  informed  at  the 
beginning  that  “this  book  is  not  intended  to 
replace  your  own  physician  with  whom  you 
should  consult  before  taking  any  medication 
or  considering  treatment."  Our  patients  wish 
to  be  informed.  Medical  texts  are  beyond  the 
understanding  of  most  of  them.  A common 
complaint  from  patients  echoes  one  feeling  that 
their  physician  does  not  spend  enough  time 
discussing  all  the  ramifications  of  their  prob- 
lems. This  book  helps  fill  that  desire  for  knowl- 
edge about  strokes.  The  what,  where  and  how 
are  discussed.  Prevention,  immediate  care  and 
rehabilitation  are  considered.  Entitlement  pro- 
grams, resources  and  state  agencies  are  listed. 
This  second  edition  is  a product  of  the  Courage 
Stroke  Network  with  home  offices  in  Minne- 
sota. 

Heimlich,  Jane,  1990,  What  Your  Doctor  Won't 
Tell  You,  Harper  Collins  Publishers,  New  York, 
New  York,  paperback  $10.95,  cloth  $21.95. 
Written  for  lay  persons,  this  guide  to  alter- 
native medicine  may  give  physicians  an  in- 
sight to  other  forms  of  medical  advice  patients 
may  receive.  The  author  has  researched  the 
latest  non-conventional  treatments  for  many 
prevalent  diseases.  Several  chapter  titles  are: 
Treating  high  blood  pressure  without  drugs; 
Arthritis  — try  nutrition  first;  Constipation  — 
how  to  banish  it  from  your  life;  Treating  dis- 
ease with  vitamins  and  minerals.  Physicians 
should  know  what  alternatives  their  patients 
may  be  trying  without  first  consulting  them. 
For  that  reason,  knowing  the  approaches  pro- 
vides better  understanding  of  the  patient. 

Heegaard,  Marge  and  Chris  Ternand,  1990, 
When  a Family  Gets  Diabetes,  DCI  Publishing, 
Minneapolis,  Minnesota,  paperback  $6.95. 
Designed  for  children  with  newly  diagnosed 
diabetes  this  "coloring  book"  is  of  value  not 
only  to  the  child  but  the  family  as  well.  By 
working  with  the  child,  family  members  can 
gain  knowledge  and  acceptance  of  the  disease. 
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The  Editor  Comments 


Marion  E.  Alberts,  M.D. 

Happiness  and  Gratitude 


Nothing  is  more  honorable  than  a grateful  heart. 

Seneca,  Lucius  Annaeus, 
Roman  philosopher  and  moralist,  c AD  5-65 

Swift  gratitude  is  sweetest;  if  it  delays,  all  gratitude 
is  empty  and  unworthy  of  the  name. 

Anon,  Greek  anthology 


Does  gratitude  make  a person  happy? 

Or,  is  one  grateful  because  of  happi- 
ness? One  can  be  grateful  for  good  health,  a 
warm  home,  food  and  good  friends;  but, 
does  that  foster  happiness?  To  some  those 
possessions  are  accepted  as  though  de- 
served. Gratitude  does  not  enter  into  the 
picture.  They  are  "gimme's";  nothing  more, 
nothing  less. 

Gratitude  can  go  beyond  life's  necessi- 
ties. A home,  food,  warmth  and  health  are 
only  a small  part  of  our  existence.  Our  sur- 
roundings are  more  than  material  things. 

The  ever  changing  wonders  of  nature  consti- 
tute treasures  beyond  measure.  Yet,  many 
pay  no  heed.  The  climate,  especially  one  so 
varied  as  Iowa's,  presents  a continuing  pan- 
orama of  delights.  Some  would  argue  that 
snow,  ice,  intense  heat  and  storms  are  not 
much  for  which  to  be  grateful.  There  is  pur- 
pose in  all  things  and  the  viscissitudes  of 
our  surroundings  are  for  a reason.  Snow 
and/or  rain  are  essential  for  plant  growth,  as 
is  warmth.  We  now  seldom  see  the  use  of 
fire  to  clear  land  for  the  next  year's  harvest, 
but  it  was  accepted  in  the  past  that  prairie 
fires  fostered  a better  stand  of  grass  the  fol- 
lowing year.  The  conflagration  of  the  forests 
of  Yellowstone  Park  are  declared  a blessing 
in  disguise  for  the  smaller  plants  previously 


thwarted  by  the  dense  growth  of  trees.  We 
can,  thus  be  grateful  for  some  forms  of  dis- 
aster. With  others  we  rebuild  and  life  goes 
on.  That  life  goes  on  is  reason  for  gratitude. 

As  we  view  the  many  things  for  which 
we  have  gratitude  happiness  should  be  the 
resulting  emotion.  In  recent  years  we  hear  of 
many  physicians  who  are  unhappy  with  the 
climate  of  medical  practice  as  it  exists  in  the 
United  States  today.  I suggest  they  look  at 
the  entire  picture.  The  mission  of  medicine 
is  to  prevent  illness  and  treat  those  who  are 
ill  or  injured.  The  tools  and  knowledge 
available  to  physicians  compared  to  the  be- 
ginning of  this  century  are  phenomenal. 
Surgical  techniques,  antimicrobials,  vaccines 
and  chemotherapeutic  agents,  to  name  only 
a few,  are  far  and  above  the  past  restrictions 
to  care  and  treatment.  Crude  surgery,  qui- 
nine and  other  herbal  medicines  plus  the 
faith  in  the  total  ministrations  of  the  physi- 
cian characterized  past  medical  practice.  To- 
day we  physicians,  along  with  our  patients, 
can  have  tremendous  gratitude  for  the  ad- 
vances of  medical  knowledge. 

Gratitude  for  the  availability  of  excellent 
care  can  only  provide  an  abundance  of  hap- 
piness to  all.  We  physicians  should  be 
happy  to  have  the  knowledge  and  skills 
available  to  us  today.  How  can  we  cry  out  in 
anguish  against  the  problems  that  beset 
medical  care  ...  I need  not  reiterate  all  that 
bothers  us  . . . when  we  have  so  much  to 
offer  and  receive  so  much  in  return? 

Truly,  we  can  be  grateful  for  what  we 
can  offer  to  our  patients,  and  for  that  we 
should  be  happy.  Gratitude  begets  happi- 
ness, and  happiness  should  lead  us  to  dem- 
onstrate a feeling  of  gratitude.  The  two  attri- 
butes are  inseparable.  — M.E.A. 
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CME  Notebook 


Richard  M.  Caplan,  M.D. 

Number  200 


A physician  colleague,  now  in  retire- 
ment calling  himself  a clinical  episte- 
mologist,  challenged  me  recently  when  he 
learned  I was  preparing  to  write  my  200th 
column  for  this  space.  Being  the  sort  of  per- 
son who  likes  to  make  me  defensive  by  toss- 
ing out  little  challenges  like  “Prove  that  God 
exists  and  cares  about  people,"  he  said  cas- 
ually, “What  have  you  been  trying  to  accom- 
plish with  that  column?"  It  was  actually  a 
sub-division  of  the  major,  repeated  question, 
put  by  all  the  philosophically  inclined  — 
“What  have  you  done  and  what  will  you  do 
with  your  life?"  After  I closed  my  dropped 
jaw,  I decided  to  listen  to  myself  talk  and  in 
that  way  learn  what  I thought. 

I recalled  that  the  first  of  these  little 
ruminations,  published  in  April,  1971,  arose 
from  a suggestion  by  Dr.  John  Eckstein, 
newly  my  boss  as  Dean  of  the  University  of 
Iowa  College  of  Medicine:  “How  about  writ- 
ing a little  item  each  month  for  the  Journal  of 
the  IMS  to  tell  readers  what's  happening  in 
the  newly  expanding  world  of  continuing 
medical  education  here?"  The  editorial  staff 
either  thought  it  an  acceptable  idea  to  try,  or 
they  felt  desperate  for  material.  That  was 
how  it  started,  anyway. 

But  could  I now  say  that  I have  had  a 
guiding  mission,  some  underlying  crusade, 
or  putting  it  less  dramatically,  a point  to  it 
all?  After  all,  NASA  sensibly  said  “Let's  try 
to  land  a man  on  the  moon"  rather  than 
“Let's  send  a manned  ship  into  outer  space 
to  meander  around  and  see  if  it  encounters 
anything  interesting."  In  the  arena  of  scien- 
tific research,  history  has  shown  that  much 
good  happens  when  investigators  freely  pur- 

Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at 
the  University  of  Iowa  College  of  Medicine. 


sue  ideas  where  they  lead,  rather  than  at- 
tempt only  to  answer  specific  questions.  But 
productive  investigation  or  scholarship  of 
any  sort  is  not  literally  random.  (Einstein's 
famous  rejoinder  to  some  of  the  implications 
of  quantum  mechanics,  “God  does  not  play 
dice  with  the  universe,"  has  been  answered, 
“Yes  He  does,  but  He  uses  loaded  dice.") 

So  I cannot  truly  say  these  little  essays 
continued  the  original  “mission,"  but  have 
instead  represented  a kind  of  kaleidoscopic 
imagery  — refractions  through  my  mind  of 
events,  trends,  comments,  but  always  bear- 
ing at  least  slightly  on  the  process  of  medical 
education,  and  especially  as  it  might  interest 
or  influence  the  thinking  or  behavior  of  prac- 
ticing physicians.  Perhaps,  I console  myself, 
a fresh  perspective  will  somehow  move  oth- 
ers. If  I can  provide  a suitably  warm,  produc- 
tive image,  even  occasionally,  the  spark  ig- 
nited might  somewhere  flame  into  something 
useful  and/or  beautiful,  even  though  I could 
not  in  advance  have  guessed  what.  Maybe  I, 
or  you,  can  consider  my  mind  a sort  of  flint 
which  sometimes,  after  proper  luck  and 
coaxing,  might  generate  such  sparks.  Any 
statement  of  the  column's  purpose  needn't 
fully  anticipate  what,  if  anything,  the  sparks 
will  ultimately  accomplish.  A helpful  defini- 
tion of  a teacher,  undoubtedly  my  self-identi- 
fication, is  “a  person  who  arranges  learning 
opportunities."  Perhaps  what  appears  here 
may  be  construed  in  some  way  as  such  an 
opportunity. 

Obviously,  I must  thank  the  IMS  and  its 
journal  for  the  rare  privilege  they  have 
granted  me  to  relate  the  journeys  of  my  but- 
terfly mind.  The  editorial  staff  and  I have 
had  remarkably  few  debates  about  choice  of 
words,  expressions  or  punctuation,  and  none 
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about  ideas  or  attitudes;  our  only  real  show- 
down concerned  length,  about  which  they 
feel  more  strict  than  I.  We  reached  a compro- 
mise after  I proposed  to  satisfy  their  space 
requirements  by  using  smaller  type-size  for 
the  banner  and  headline  and  omitting  my 
photograph.  No,  design  considerations  for- 
bade such  reasonableness.  Instead,  they  sug- 
gested deleting  alternate  words  from  my 
text.  Naturally  I protested,  suggesting  that 
concepts  be  left  grammatically  intact,  but 
that  perhaps  omitting  every  other  sentence 
would  respond  to  their  need.  We  finally 
seized  on  the  brilliant  remedy  of  striking  al- 
ternate paragraphs  — or  at  least  until  the 
piece  would  fit  into  the  allotted  space.  So  at 
last  you  understand  those  instances  when 
something  disturbed  you  about  my  overall 
flow  and  coherence.  This  must  surely  be  the 
explanation.  (Just  kidding!) 

But  seriously  (as  comedians  say,  but 
never  mean  it),  I must  express  my  deep 
gratitude  to  iowa  medicine  for  the  rare  privi- 
lege of  entering  the  minds  of  others,  or  at 
least  granting  me  a forum  to  try.  I don't  bill 
them  for  what  I send  and  they  don't  offer 
payment;  they  don't  bill  me  for  printing  it 
and  I don't  offer  payment  — so  our  arrange- 
ment seems  equitable.  Reward  comes  when 
a physician  (or  spouse),  whom  I have  some- 
times known  before  and  sometimes  not,  re- 
marks out  of  the  blue  at  having  read  my  col- 
umn, and  thus  elevates  me  to  cloud  six. 
Sometimes  that  person  lifts  me  to  cloud 
seven  by  choosing  a word  of  approbation, 
such  as  "interesting,”  or  displaying  rapture 
with  "enjoyed,"  which  takes  me  to  cloud 
eight.  Cloud  nine  is  tough  to  reach,  but  has 
happened  a few  times  when  other  publica- 
tions requested  permission  to  reprint  an 
item,  or  when  a few  readers  said  I made 
them  think,  or  even  more  rarely,  act,  or 
when  a faculty  colleague  whom  I scarcely 
know  recently  requested  a copy  of  a column, 
"dealing  with  the  inefficiency  of  education, 
which  you  published  in  the  Journal  of  the 
IMS,  I think,  in  1977."  It  did  indeed  exist;  I 
submit,  that's  practically  an  indicator  of  im- 
mortality. 

Also  I must  thank  you,  whoever  you 
are,  who  sometimes  devotes  a little  precious 
time  to  read  my  self-indulgences  — I use 
that  term,  for  writing  is  a gratification,  possi- 
bly even  a kind  of  fulfillment  after  challeng- 


ing oneself  to  attempt  freshness,  clarity, 
sometimes  provocation,  and  the  sharing  of 
thoughts,  some  of  them  old  coinage  and 
some  newly  minted  at  the  coercion  of  a 
deadline.  Arthur  Conan  Doyle  wrote  in  his 
autobiography,  "If  a man's  thought  is  pre- 
cise, his  rendering  of  it  is  precise,  and 
muddy  thoughts  make  obscure  paragraphs." 
It  is  my  agreement  with  him  that  makes  me 
look  forward  to  the  new  version  of  the  Med- 
ical College  Admissions  Test  which  all  medi- 
cal school  applicants  must  take,  for  it  will  in- 
clude two  brief  written  essays,  to  be  scored 
and  included  among  the  data  to  be  consid- 
ered by  Admissions  Committees. 

I have  found  in  these  short  essays  the 
delight  of  playing  with  words  and  concepts, 
and  have  felt  the  pleasure  of  a kind  of  crea- 
tivity that  struggles  to  test  whether  Joseph 
Conrad  was  right  when  he  said  in  Heart  of 
Darkness:  "It  is  impossible  to  convey  the  life 
sensation  of  any  given  epoch  of  one's  exist- 
ence — that  which  makes  its  truth,  its  mean- 
ing — its  subtle  and  penetrating  essence.  It 
is  impossible.  We  live,  as  we  dream  — 
alone." 

P.S.  As  you  see,  the  editor  this  time 
grew  less  rigorous  (and  sentimentally  soft- 
hearted or  superstitious  about  the  number 
200)  and  rather  than  strike  alternate  para- 
graphs, allowed  the  item  to  slosh  past  the 
usual  confines  of  one  page.  Thank  you,  edi- 
tor. Thank  you,  reader. 


IMS  Annual  Meeting 
and 

Scientific  Session 
April  19-21 

Marriott  Hotel,  Des  Moines 

Scientific  Session  topics  include: 

• Medical  and  legal  issues  surrounding  withdrawal  of 
medical  treatment. 

• " Substance  Abuse:  What  Are  We  Doing  About  It?” 

9V2  hours  of  Category  1 AMA  Recognition  Award 
Register  at  the  Marriott  Hotel 

Watch  for  details  in  the  next 
IMS  UPDATE 

Complete  program  in  the  March  issue  of 
IOWA  MEDICINE 
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‘Recent  research 
has  delineated 
early,  more  subtle 
changes  in  lung  and 
immune  functions.  These 
alterations  directly 
predispose  smokers  to 
respiratory  tract  infection.” 

Am  Fam  Phys  1987;36:133-140 


Established  therapy 
for  today’s  patients 

For  respiratory  tract  infections  due  to 
susceptible  strains  of  indicated  organisms 


Brief  Summary 

Consult  the  package  literature  for  prescribing  Information. 
Indication:  lower  respiratory  infections.  Including 
pneumonia,  caused  by  Streptococcus  pneumoniae, 
Haemophilus  influenzae,  and  Streptococcus  pyogenes 
(group  A p-hemolytlc  streptococci). 

Contraindication;  Known  allergy  to  cephalosporins. 
Warnings:  CECLOfl  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PATIENTS. 
PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY.  POSSIBLE  REACTIONS 
INCLUOE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  repotted  with 
virtually  all  broad-spectrum  antibiotics.  It  must  be  con- 
sidered in  differential  diagnosis  of  antibiotic-associated 
diarrhea.  Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment  possibly  resulting  in  antibiotic- 
associated  colitis. 


• Discontinue  Ceclor  m the  event  of  allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of  nan- 
susceptible  organisms. 

• Positive  direct  Coombs’  tests  have  been  reported 
during  treatment  with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in  die 
presence  of  markedly  impaired  renal  function.  Although 
dosage  adjustments  in  moderate  to  severe  renal 
impairment  are  usually  not  required,  careful  clinical 
observation  and  laboratory  studies  should  be  made. 

• Broad-spectrum  antibiotics  should  be  prescribed  with 
caution  In  individuals  with  a history  of  gastrointestinal 
disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been  determined  in 
pregnancy,  lactation,  and  infants  less  than  one  month 
old.  Ceclor  penetrates  mother’s  milk.  Exercise  caution 
in  prescribing  for  these  patients. 


Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon. 
Those  reported  include: 

* Hypersensitivity  reactions  have  been  reported  in  about 
1.5%  of  patients  and  include  morbilliform  eruptions 
(1  in  100).  Pruritus,  urticaria,  and  positive  Coombs’ 
tests  each  occur  in  less  than  1 in  200  patients.  Cases 
of  senim-sickness-like  reactions  have  been  reported 
with  the  use  of  Ceclor.  These  are  characterized  by 
findings  of  erythema  multitorme,  rashes,  and  other  skin 
manifestations  accompanied  by  arthritis/arthralgia,  with 
or  without  fever,  and  differ  from  classic  serum  sickness 
in  that  there  is  infrequently  associated  lymphadenopathy 
and  proteinuria,  no  circulating  immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  the  reaction.  While 
further  investigation  is  ongoing,  serum-sickness-iike 
reactions  appear  to  be  due  to  hypersensitivity  and  more 
often  occur  during  or  following  a second  (or  subsequent) 
course  of  therapy  with  Ceclor.  Such  reactions  have  been 
reported  more  frequently  in  children  than  In  adults  with 
an  overall  occurrence  ranging  from  1 in  200  (0.5%)  in 
one  focused  trial  to  2 in  8,346  (0.024%)  in  overall 
clinical  trials  (with  an  incidence  in  children  in  clinical 
trials  of  0.056%)  to  1 in  38,000  (0.003%)  in  spon- 
taneous event  reports.  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside 
within  a few  days  after  cessation  of  therapy;  occasion- 
ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  duration  (median  hospitalization = two 
to  three  days,  based  on  postmarketing  surveillance 
studies).  In  those  requiring  hospitalization,  the  symp- 
toms have  ranged  horn  mild  to  severe  at  the  time  of 
admission  with  more  of  the  severe  reactions  occurring 
in  children.  Antihistamines  and  glucocorticoids  appear 
to  enhance  resolution  of  the  signs  and  symptoms.  No 
serious  sequelae  have  been  reported. 

• Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis, 


and  anaphylaxis  have  been  reported  rarely.  Anaphylaxis 
may  be  more  common  in  patients  with  a history  of 
penicillin  allergy. 

• Gastrointestinal  (mostly  diarrhea):  2.5% 

• Symptoms  of  pseudomembranous  colitis  may  appear 
either  during  or  after  antibiotic  treatment. 

• As  with  some  penicillins  and  some  other  cephalo- 
sporins, transient  hepatitis  and  cholestatic  jaundice 
have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia, 
confusion,  hypertonia,  dizziness,  and  somnolence  have 
been  reported. 

• Other:  eosinophilia,  2%;  genital  pruritus  or  vaginitis, 
less  than  1%  arid,  rarefy,  thrombocytopenia  and  reversible 
interstitial  nephritis. 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes. 

« Transient  lymphocytosis,  leukopenia,  and,  rarely, 
hemolytic  anemia  and  reversible  neutropenia. 

• Rare  reports  of  increased  prothrombin  time  with  or 
without  clinical  bleeding  in  patients  receiving  Ceclor 
and  Coumadin  concomitantly. 

• Abnormal  urinalysis;  elevations  in  BUN  or  serum 


• Positive  direct  Coombs'  test. 

• False-positive  tests  tor  urinary  glucose  with  Benedict’s 
or  Febikig’s  solution  and  Ctmltest®  tablets  but  not  with 
Tes-Tape®  (glucose  enzymatic  test  strip,  Lilly). 

PA  8791  AMP  (021490  LRi) 

Additional  information  available  to  the  profession 
on  request  from  Eli  Lilly  and  Company,  Indianapolis, 


Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 
A Subsidiary  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 


CR-0S25-B-049333  © 1990,  EU  LILLY  AND  COMPANY 


IFMC  Case  Notes 


Correct  Use  of  Aminoglycosides 


Inappropriate  monitoring  and  administra- 
tion of  aminoglycosides  are  often  identified 
during  the  IFMC's  quality  review. 

Aminoglycosides  should  be  used  cau- 
tiously in  patients  with  impaired  renal  func- 
tion and  in  elderly  patients.  The  weight  of  the 
patient  also  must  be  considered  when  pre- 
scribing doses.  Excessive  doses  can  contribute 
to  renal  failure  or  ototoxicity. 

The  following  composite  case  illustrates 
misuse  of  gentamicin,  an  aminoglycoside,  and 
inadequate  laboratory  monitoring  of  the  drug. 

The  Case 

A 68-year-old  180-pound  male  was  ad- 
mitted with  a history  of  chronic  lymphocytic 
leukemia  (CLL).  The  patient  had  tenderness 
about  the  left  side  of  the  abdomen  which  was 
noted  by  the  attending  physician  to  be  di- 
verticulitis. 

The  patient's  home  medications  were  con- 
tinued on  admission,  including  Lanoxin  0.25 
mg  daily.  The  potassium  upon  admission  was 
3.3.  The  nursing  history  noted  the  patient  had 
complained  of  nausea  after  meals  and  had  a 
poor  appetite  for  a week  prior  to  admission. 

The  patient  was  treated  with  analgesics 
and  IV  gentamicin  80  mg  every  12  hours.  A 
base  line  BUN  and  creatinine  were  drawn  the 
day  gentamicin  was  initiated  and  were  re- 
ported as  5.5  and  1.2,  respectively.  He  was 
discharged  after  a week  and  followed  closely. 

Two  weeks  later,  the  patient  was  read- 
mitted with  nausea  and  vomiting  and  was 
found  to  be  digitalis  toxic.  The  digoxin  level 
was  3.4.  Potassium  was  3.2.  He  was  given  IV 
fluids  and  the  digoxin  level  returned  to  nor- 
mal. Thirteen  days  later  he  was  discharged. 


This  article  was  written  by  Stephen  Harrison,  M.D.,  a family  phy- 
sician in  Clinton.  Dr.  Harrison  is  a reviewer  for  the  Iowa  Foundation  for 
Medical  Care. 


Reviewer  Comments 

The  patient  was  not  treated  appropriately. 
On  the  second  day  after  the  first  admission, 
an  order  was  written  for  gentamicin  80  mg  IV 
every  12  hours.  The  medication  was  continued 
for  5 days.  Peak  and  trough  gentamicin  levels 
were  not  performed.  Repeat  renal  function 
studies  were  not  ordered  during  the  first  ad- 
mission. 

Peak  and  trough  gentamicin  levels,  as  well 
as  repeat  BUN  and  creatinine  levels,  should 


'The  decreased  potassium  on  the 
first  admission , which  apparently 
was  not  repeated , may  have  been 
a contributing  factor  in  the  digi- 
talis toxicity / 


have  been  done  every  2-3  days  during  ther- 
apy. Attention  to  drug  clearance  and  concen- 
tration in  plasma  is  critical  for  effective  and 
safe  use  of  aminoglycosides. 

Failure  to  monitor  the  patient's  gentami- 
cin peak  and  trough  levels  and  BUN  and  cre- 
atinine levels  placed  the  patient  at  increased 
risk  for  nephrotoxicity  and  renal  failure.  Also, 
the  patient  was  given  digoxin  which,  com- 
bined with  failure  to  monitor  the  renal  func- 
tion studies  while  treating  with  gentamicin, 
caused  digitalis  toxicity.  The  decreased  potas- 
sium on  the  first  admission,  which  apparently 
was  not  repeated,  may  have  been  a contrib- 
uting factor  in  the  digitalis  toxicity,  especially 
since  the  potassium  was  still  low  on  the  second 
admission.  Because  the  patient  developed  dig- 
italis toxicity,  this  case  was  determined  to  be 
a severity  level  III:  Confirmed  quality  problem 
with  significant  adverse  effects  on  the  patient. 
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Iowa  Department  of  Public  Health 


Agricultural  Injuries 


Agriculture-related  injury  is  a serious 
problem  in  Iowa  and  elsewhere.  The 
Iowa  Department  of  Public  Health  (IDPH)  se- 
cured funding  in  1989  from  the  Centers  for 
Disease  Control  for  surveillance  of  farm  injury. 
The  program  is  entitled  “Sentinel  Project  Re- 
searching Agricultural  Injury  Notification  Sys- 
tems" (SPRAINS). 

The  SPRAINS  program  is  designed  to  re- 
cord all  injuries  on  farms  or  agriculture-related 
"off  farm"  injuries  serious  enough  to  require 
medical  care.  Hospitals  and  certain  clinics  serve 
as  sentinel  reporters  and  are  actively  screened 
for  case  reporting.  All  other  reporting  is  com- 
parable to  infectious  disease  reporting. 

Reported  Farm  Injuries 

From  January-Octoberl990,  the  program 
recorded  1,618  farm-  related  injuries:  289  (18%) 
were  hospitalized  and  70  were  fatal.  Machin- 
ery related  incidents  (539)  accounted  for  33% 
of  injuries  and  56%  of  deaths.  Animals  caused 
17%  of  injuries  and  2 deaths;  falls/slips  re- 
sulted in  174  (10.7%)  injuries.  Suffocation/sub- 
mersion was  reported  in  5 fatalities,  repre- 
senting the  third  most  common  cause  of  death. 

Machinery  (539)  remains  the  principal 
cause  of  farm  injuries.  Tractors  (189)  cause  the 
most  machinery  related  injuries  (35%)  and 
deaths  (23  of  52).  Tractor  related  deaths  were: 
roll-overs — 13,  run-overs — 4,  tractor-auto  ac- 
cident— 3,  and  loss  of  control — 3.  Roll  over 
protective  structures  (ROPS)  may  have  pre- 
vented 13  of  these  deaths.  These  devices  are 
optional  on  new  tractor  sales.  Iowa  tractors, 
like  Iowa  farmers,  are  aging.  Preliminary  fol- 
low-up data  indicate  84%  of  the  tractors  in- 
volved in  injuries  are  over  10  years  old. 


This  information  on  public  health  matters  is  furnished  and  spon- 
sored by  the  Iowa  Department  of  Public  Health. 


There  were  160  injuries  to  children  1-14 
years  old  during  January-October,  1990.  Ma- 
chinery mishaps  (42)  and  animal  incidents  (29) 
were  the  most  common.  Six  fatal  injuries  were 
reported  in  this  group:  4 — caused  by  machin- 
ery, 1 — submersion/suffocation  and  1 — recre- 
ational vehicle  accident. 

The  formalized  epidemiologic  study  of  in- 
jury in  general  and  farm  injury  in  particular  is 
long  overdue.  We  view  injury  very  much  like 
disease  and  know  it  does  not  strike  its  victims 
randomly  or  "accidently."  Risk  factors  will  be 
identified  and  quantified,  initially  through 
surveillance  and  descriptive  studies  and  later 
through  analytic  studies.  This  knowledge  can 
be  used  to  guide  educational  efforts  and  de- 
velop ways  to  reduce  injury.  We  welcome  and 
appreciate  the  support  of  Iowa  physicians, 
hospitals  and  other  health  care  workers. 

Editor's  note:  To  report  agricultural-re- 
lated injuries,  call  the  Iowa  Department  of 
Public  Health,  800/779-7559;  or  (515)  242-6333 
or  send  a written  report,  FAX  number  (515) 
281-4958. 

Farm  Related 
Respiratory  Illnesses 

The  Iowa  Department  of  Public  Health  has 
included  pesticide  poisoning  and  farm-related 
respiratory  illnesses  (including  farmer's  lung 
and  Silo  Filler's  disease)  among  its  list  of  re- 
portable and  noninfectious  conditions  since 
1989. 

The  IDPH  has  received  reports  of  9 cases 
of  organophosphate/carbamate  and  2 cases  of 
organochlorine  caused  pesticide  poisoning.  Of 
these  11  cases,  4 were  known  to  be  farm-re- 
lated, one  was  related  to  home  and  one  to  office 
workplace  exposure.  Three  cases  were  of  un- 
known origin.  Seven  cases  of  farmer's  lung  and 
Silo  Filler's  disease  have  been  reported. 
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New  Products  and  Programs 


FDA  APPROVES  TYPHOID  VACCINE  — A 

new  oral  typhoid  vaccine  has  been  approved 
for  marketing  by  the  FDA.  Vivotif  Berna  is  a 
live-bacterial  vaccine  in  a coated  2-piece  cap- 
sule. Four  capsules  are  required  for  protection, 
one  on  each  alternative  day  for  6 days.  A 
booster  dose  is  recommended  after  5 years  if 
exposure  to  typhoid  is  continuous  or  repeated. 
The  vaccine  is  distributed  in  the  U.S.  by  Berna 
Products  Corp.,  Coral  Gables,  Florida  (phone 
1-800-533-5899).  The  July  13,  1990  (vol.  39,  no. 
RR-10)  issue  of  the  CDC  Morbidity  and  Mortality 
Weekly  Report  contains  a full  discussion  of  the 
use  of  typhoid  vaccines. 


TUBERCULOSIS  BOOKLETS  NOW  AVAIL- 
ABLE — The  "scriptographic"  booklets  published 
by  Channing  L.  Bete  Co.,  Inc.  are  familiar  to  most 
physicians.  These  word-and-graphic  booklets  cover 
numerous  subjects  for  the  education  of  our  patient- 
readers.  A new  issue  is  now  available  urging  readers 
to  be  aware  of  tuberculosis  and  its  prevention  and 
treatment.  For  additional  information  and  a com- 
plimentary copy  of  About  Tuberculosis  (TB)  con- 
tact Sally  Keir,  Channing  L.  Bete  Co.,  Inc.,  Dept. 
PR,  200  State  Road,  South  Deerfield,  MA  01373 
or  phone  1-800-628-7733 . 


SCIENTISTS  TARGET  NUTRITIONAL  IG- 
NORANCE — The  American  Council  on  Sci- 
ence and  Health  (ACSH)  has  charged  that  ef- 
forts to  educate  the  public  on  nutrition  through 
the  labeling  of  certain  foodstuffs  as  either 
"good”  or  "bad"  is  an  inadequate  consumer 
education  tool.  In  addition,  many  nutritional 
reports  reaching  and  influencing  the  public  are 
incomplete  and  inaccurate.  As  a result,  the 
consumer  is  left  with  a myriad  of  confusing 
and  conflicting  information,  rather  than  a basic 
understanding  of  nutrition.  In  response  to  this 
charge,  ACSH  announced  the  release  of  Food 
and  Life:  A Nutritional  Primer.  The  publication 
of  the  report  highlights  ACSH's  efforts  to  ed- 
ucate properly  the  consumer  on  the  basic  ten- 
ets of  nutrition.  To  obtain  a copy  of  Food  and 


Life,  send  $3.85  (includes  postage  and  han- 
dling) to:  PRIMER,  ACSH,  1995  Broadway, 
16th  Floor,  New  York,  New  York  10023-5860. 


INCREASE  IN  LYME  DISEASE  CASES  — Lyme 
Disease,  an  infection  caused  by  the  bite  of  an  infected 
deer  tick,  is  on  the  rise  in  the  U.S.  and  worldwide, 
the  American  Council  on  Science  and  Health 
(ACSH)  has  concluded.  The  ACSH  has  revised  and 
released  Lyme  Disease,  a report  describing  the  ill- 
ness, its  symptoms,  prevention  and  treatment.  The 
updated  report  offers  a brief  history  and  description 
of  Lyme  Disease  in  addition  to  information  regard- 
ing detection  and  guidelines  for  increased  preven- 
tion. To  order  a copy  of  Lyme  Disease,  please  send 
$3.85  (postage  and  handling  included)  to:  Lyme 
Disease,  the  American  Council  on  Science  and 
Health,  1995  Broadway,  16th  Floor,  New  York, 
New  York  10023-5860. 


BOOKLET  TO  HELP  HIV-POSITIVE  PEO- 
PLE — The  Channing  L.  Bete  Company  has 
just  published  "About  Living  with  HIV,"  a 
booklet  that  provides  vital  information  to  peo- 
ple who  test  positive  for  HIV.  Beginning  with 
an  explanation  of  what  HIV  infection  means, 
the  booklet  advises  the  reader  to  establish  a 
good  relationship  with  a physician,  take  steps 
to  maintain  good  health  and  act  to  prevent  the 
spread  of  HIV.  It  also  covers  insurance,  job 
and  discrimination  issues  and  lists  sources  of 
emotional  and  legal  support.  "About  Living 
with  HIV"  is  designed  for  widespread,  eco- 
nomical distribution  in  clinics,  counseling  cen- 
ters, personal  handouts  and  literature  display 
racks.  This  is  one  of  many  booklets  available 
from  the  publisher  in  the  unique  word-and- 
graphic  format  called  scriptography.  Booklets 
can  be  personalized  on  front  and  back  covers 
and  quality  discounts  are  available.  For  a com- 
plimentary review  copy  of  "About  Living  with 
HIV"  and  a catalog,  write  to  Margaret  K. 
DeGregorio,  Channing  L.  Bete  Co.,  Inc.,  Dept. 
PR,  200  State  Road,  South  Deerfield,  Massa- 
chusetts 01373  or  phone  1-800/628-7773. 
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For  Relief 
From  Workers 
Comp  Headaches, 

Tate  Two 
Aspirin  And 
Call  IJs  In 
The  Meaning 


Announcing  a workers  compensation  program  exclusively  for  IMS  member  physicians. 

Call  us  about  the  new  Iowa  Medical  Society  Workers  Compensation  Safety  Group  Plan. 

This  new  program  has  a special  organization  and  emphasizes  safety  in  the  workplace.  It  is  designed  to  help 
you  reduce  risk  factors  and  gain  a competitive  advantage. 

In  addition,  the  program  is  underwritten  by  one  of  Iowa’s  oldest  and  strongest  insurance  providers,  the 
Farm  Bureau  Mutual  Insurance  Company,  the  company  endorsed  by  the  Iowa  Medical  Society  for  workers 
compensation  insurance  coverage.  And  state-approved  rates  authorized  for  use 
by  Farm  Bureau  Mutual  Insurance  will  enable  program  participants  to  obtain 

coverage  on  an  attractive  and  competitive  basis.  /rm/  # 

For  coverage  information  specific  to  your  practice,  contact  IMS  SERVICES , fam^^financml  planning  services 
a subsidiary  of  the  Iowa  Medical  Society,  1001  Grand  Avenue,  West  Des  Moines,  farm  bureau  mutual 

IA  50265.  (515)  223-2816  or  (800)  728-5398.  WEST  DES  MOINES,  IOWA 


About  Iowa  Physicians 


Dr.  Peter  Szeibel  has  begun  practice  with  Dr. 

L.  K.  Berryhill  and  Dr.  Sang  Lee  in  Fort  Dodge. 
Dr.  Szeibel  received  the  M.D.  degree  from  State 
University  of  New  York  Upstate  College  of 
Medicine,  Syracuse,  New  York  and  completed 
a psychiatry  residency  at  Long  Island  Jewish 
Medical  Center,  Glen  Oaks,  New  York.  Dr. 
Mike  Greiner  has  joined  the  Medical  Arts 
Clinic  in  Fairfield.  Dr.  Greiner  received  the 

M. D.  degree  at  the  U.  of  I.  College  of  Medicine 
and  served  a residency  at  Family  Medical  Cen- 
ter in  Davenport.  Dr.  David  Larson  has  joined 
the  Fairfield  Clinic.  Dr.  Larson  received  the 
M.D.  degree  from  the  University  of  Nebraska 
College  of  Medicine,  Omaha,  Nebraska  and 
completed  his  residency  at  Iowa  Lutheran 
Flospital,  Des  Moines.  Dr.  Kevin  Massick  has 
left  Winterset  Medical  Center.  Dr.  Mitchell 
Paul,  formerly  of  Orthopaedic  and  Recon- 
structive Surgery  Associates  in  Burlington  has 
opened  a new  practice.  Orthopaedic  and  Sports 
Medicine.  Dr.  Patrick  Ryal,  Nora  Springs,  has 
been  named  a fellow  of  the  American  Acad- 
emy of  Family  Physicians.  Dr.  Thomas  Kent, 
professor  of  pathology  at  the  U.  of  I.  College 
of  Medicine  recently  was  awarded  the  Distin- 
guished Teacher  Award  of  the  Alpha  Omega 
Alpha  national  honor  medical  society.  The 
award  was  presented  during  the  101st  annual 
meeting  of  the  Association  of  American  Med- 
ical Colleges.  Dr.  Calvin  Atwell,  Muscatine, 
recently  became  board  certified  in  surgery  and 
was  also  named  a diplomate  of  the  American 
Board  of  Surgery.  Dr.  Kathy  Grauerholz  has 
joined  Prairie  City  Medical  Center.  Dr.  Grauer- 
holz received  the  M.D.  degree  from  the  U.  of 
I.  College  of  Medicine  and  completed  her  fam- 
ily practice  residency  at  Iowa  Lutheran  Hos- 
pital in  Des  Moines.  Dr.  John  Pallanch,  a Sioux 
City  otolaryngologist-head  and  neck  surgeon, 
has  received  the  Honor  Award.  The  award  was 
presented  at  the  94th  meeting  of  the  American 
Academy  of  Otolaryngology-Head  and  Neck 
Surgery  held  in  San  Diego,  California.  Dr.  Pal- 
lanch was  recognized  for  his  contributions  to 
the  Academy.  Dr.  Mark  Louviere  was  recently 


appointed  to  the  position  of  clinical  lecturer  by 
the  U.  of  I.  College  of  Medicine  in  the  De- 
partment of  Family  Practice.  Dr.  Louviere  is 
chairman  of  the  Pediatric  Department  at  Allen 
Memorial  Hospital  in  Waterloo.  Dr.  Robert  Pe- 
legrin  has  begun  urology  practice  in  Clinton. 
Dr.  Pelegrin  received  the  M.D.  degree  at  the 
U.  of  I.  College  of  Medicine  and  previously 
practiced  in  Osage  Beach,  Missouri.  Dr.  Terr- 
ance Wood  has  joined  Iowa  Oto-Head  & Neck 
Specialists,  P.C.  in  Fort  Dodge.  Dr.  Wood  re- 
ceived the  M.D.  degree  at  the  University  of 
Missouri  School  of  Medicine,  Columbia,  Mis- 
souri and  completed  a residency  at  Indiana 
University  School  of  Medicine,  Indianapolis, 
Indiana.  Dr.  Peter  Silberstein  of  the  Park  Clinic 
in  Mason  City  has  been  appointed  by  the  U. 
of  I.  Hospitals  to  be  a clinical  instructor  in  the 
Department  of  Internal  Medicine.  Dr.  Silber- 
stein was  appointed  to  this  post  in  recognition 
of  his  contributions  to  clinical  research  in  can- 
cer patients.  Dr.  Garry  Cole,  New  Hampton 
and  Dr.  John  Meyer,  Maquoketa,  were  named 
fellows  of  the  American  Academy  of  Family 
Physicians  at  the  Annual  Convention  and  Sci- 
entific Assembly  in  Dallas,  Texas.  Dr.  James 
Paulson,  Grinnell,  has  been  named  Iowa  Fam- 
ily Doctor  of  the  Year  by  the  Iowa  Academy 
of  Family  Physicians.  Dr.  Paulson  has  prac- 
ticed in  Grinnell  for  10  years  and  will  represent 
Iowa  in  the  national  search  for  the  Outstand- 
ing Family  Physician. 


Deaths 


Dr.  Edward  Sibley,  80,  Sioux  City,  died  Oc- 
tober 14.  Dr.  Sibley  received  the  M.D.  degree 
from  Johns  Hopkins  University  School  of  Med- 
icine, Baltimore,  Maryland  and  completed  a 
residency  at  Harper  Hospital,  Detroit,  Michi- 
gan. He  practiced  in  Sioux  City  until  retire- 
ment in  1980.  He  was  a life  member  of  the 
Iowa  Medical  Society. 
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Classified  Advertising 


CLASSIFIED  ADVERTISING  RATE  — $3  per  line , $30 
minimum  per  insertion.  NO  CEIARGE  TO  MEMBERS 
OF  IOWA  MEDICAL  SOCIETY.  Copy  deadline  — 1st 
of  the  month  preceding  publication. 


THE  U.S.  GOVERNMENT  NEEDS  ASSISTANCE  FROM  LOCAL  PHY- 
SICIANS — The  Military  Processing  Station  (MEPS)  of  West  Des  Moines 
invites  retired,  part-time  MDs  or  DOs  to  apply  for  the  post  of  a fee 
base  physician  to  work  a schedule  or  part-time  basis.  The  MEPS  per- 
forms induction  physicals  on  young  men  and  women  for  armed  services; 
the  position  is  stress  free.  If  interested  please  call  Chief  Medical  Officer 
MEPS,  515/224-0259,  between  9 a.m.  and  2 p.m. 


FACULTY  POSITIONS,  DEPARTMENT  OF  SURGERY  — The  Uni- 
versity of  Iowa  Department  of  Surgery  invites  applications  for  faculty 
positions  of  all  ranks  for  MDs  with  special  qualifications  in:  1)  all  areas 
of  general  surgery  and  plastic  surgery,  2)  cardiothoracic  surgery  and  3) 
neurosurgery.  Full  or  part-time  associate  positions  are  available  in  the 
Emergency  Treatment  Center.  Women  and  minorities  are  encouraged 
to  apply.  Written  only  inquiries  and  curriculum  vitae  direct  to  R.  J. 
Corry,  M.D.,  Professor  and  Head,  Department  of  Surgery,  University 
of  Iowa  College  of  Medicine,  Iowa  City,  Iowa  52242.  Please  specify 
specialty.  We  are  an  Equal  Opportunity/Affirmative  Action  Employer. 


PHYSICIANS  WANTED  — Guthrie  Center  and  Panora,  Iowa  are  cur- 
rently needing  2 family  physicians  (with  OB).  Outstanding  opportu- 
nities are  available  to  place  your  skills  to  work  in  these  2 communities, 
with  a combined  population  of  4,250  (including  beautiful  Lake  Pano- 
rama). You  will  enjoy  the  clean  living,  low  cost  housing  and  high 
income  potential.  Share  work  and  call  with  other  young  family  phy- 
sicians. An  array  of  other  specialists  rotate  into  the  community  hospital 
1-2  days  per  month.  An  excellent  compensation  package  awaits  you.  If 
you  are  interested  in  providing  quality  personal  and  professional  med- 
ical care  to  the  patients  in  our  service  area,  you  should  be  interested  in 
sending  your  curriculum  vitae  to  Kenneth  W.  Turner,  Recruitment 
Chairman,  PO  Box  603,  Panora,  Iowa  50216;  515/755-2180  or  Steven  R. 
Bascom,  M.D,  502  Main,  Guthrie  Center,  Iowa  50115;  515/747-8348. 


CENTERVILLE,  IOWA  — Weekend  coverage  available  in  emergency 
department  at  this  33-bed  facility.  Competitive  hourly  rate  and  mal- 
practice insurance  provided.  Contact  Emergency  Consultants,  Inc.,  2240 
S.  Airport  Road,  Room  43,  Traverse  City,  Michigan  49684;  1-800/253- 
1795  or  in  Michigan  1-800/632-3496. 


FAMILY  PRACTICE,  MARSHALLTOWN,  IOWA  — Busy  6 physician 
FP  office  offers  generous  salary  guarantee,  5 weeks  vacation,  partner- 
ship in  1-2  years,  on  call  only  3 nights/month.  Progressive  hospital  with 
CT,  MRI  and  color  doppler  ultrasonography.  Congenial  medical  staff. 
Please  call  or  write  James  R.  Burke,  M.D.,  515/752-5469,  112  East  Linn 
Street,  Marshalltown,  Iowa  50158. 


FAMILY  PRACTICE,  DENISON,  IOWA  — Seeking  2 family  practi- 
tioners to  round  out  an  active  medical  staff  of  5,  serving  town  of  6,500 
and  county  of  18,000.  Weekend  ER  coverage  provided  by  hospital.  Ex- 
cellent school  system  and  72-bed  hospital  located  in  this  scenic  north- 
west Iowa  community.  Contact  Kip  Ewen  at  712/263-5021  or  263-3830. 


FAMILY  PRACTICE,  HOSPITAL  SPONSORED  CLINIC  OPPORTU- 
NITY — Dynamic,  growth-oriented  hospital  in  beautiful  north  central 
Wisconsin  is  seeking  family  physicians  to  join  a growing  practice  in  a 
new  facility.  The  administrative  burdens  of  medical  practice  will  be 
minimized  in  this  hospital-managed  clinic.  The  hospital  has  committed 
to  an  income  and  benefit  package  which  is  significantly  higher  than 
similar  opportunities.  Package  includes  base  income,  incentive  bonus, 
malpractice,  disability,  signing  bonus  and  student  loan  reduction/for- 
giveness program.  All  relocation  costs  will  be  borne  by  the  hospital. 
Please  contact  Kari  Wangsness,  Associate,  The  Chancellor  Group,  Inc., 
France  Place,  Suite  920, 3601  Minnesota  Drive,  Bloomington,  Minnesota 
55435;  612/835-5123. 


FAMILY  PHYSICIANS  — Guaranteed  salary.  Production  bonus.  Paid 
benefits.  Malpractice  paid.  Reasonable  call  schedule.  No  administrative 
headaches.  Growing,  vibrant  rural  community  close  to  metro  areas.  No 
OB.  Which  of  these  are  important  to  you?  Story  County  Hospital,  Ne- 
vada, Iowa  has  all  of  this  plus  much  more,  like  specialty  clinics,  quality 
ancillary  services  and  full  administrative/business  office  support.  For 
further  information  about  this  practice  opportunity  contact  John  Shonyo, 
Search  Consultant  at  800/879-1879  or  515/224-5890  or  send  CV  to  Story 
County  Hospital,  do  StrategiCare,  Inc.,  1701  48th  Street,  #201,  West 
Des  Moines,  Iowa  50265. 


FAMILY  PRACTICE,  IOWA  — Physicians  needed  to  practice  in  rural 
community  with  service  area  of  15,000.  Existing  shared  call  with  tre- 
mendous earning  potential  and  excellent  benefits.  Clinic  is  fully  equipped 
and  staffed.  Enjoy  outstanding  community  of  approximately  5,000  lo- 
cated 45  minutes  away  from  Iowa  Great  Lakes  — one  of  3 blue  water 
lakes  in  the  world.  Contact  Chip  Miller,  Administrator,  Northwest  Iowa 
Health  Center,  118  N.  7th  Avenue,  Shelden,  Iowa  51201;  712/324-5041. 


RADIOLOGY,  ORTHOPEDICS,  FAMILY  PRACTICE,  PEDIATRICS, 
OB-GYN,  INTERNAL  MEDICINE,  PERIPHERAL  VASCULAR  SUR- 
GERY — Several  attractive  opportunities  in  INDIANA,  NEBRASKA, 
WISCONSIN  and  MICHIGAN.  A variety  of  practice  settings.  Single, 
multispecialty  or  solo  opportunities.  Contact  Bob  Strzelczyk  to  discuss 
your  practice  requirements  and  these  positions  at  1-800/243-4353.  Strel- 
check  & Associates,  Inc.,  10624  N.  Port  Washington  Road,  Mequon, 
Wisconsin  53092. 


GENERAL  INTERNIST  — Family  Medical  Center,  Oskaloosa,  Iowa 
seeks  BC/BE  general  internist  to  join  its  9 member  group.  We  offer 
excellent  compensation,  paid  malpractice  and  full  benefit  package.  For 
further  information  contact  Linda  Cohrt,  Office  Manager,  1225  C Av- 
enue East,  Oskaloosa,  Iowa  52577  or  call  515/673-6762. 


GENERAL  SURGEON  — Family  Medical  Center,  Oskaloosa,  Iowa  seeks 
BC/BE  general  surgeon  to  join  its  9 member  group.  We  offer  excellent 
compensation,  paid  malpractice  and  full  benefit  package.  For  further 
information  contact  Linda  Cohrt,  Office  Manager,  1225  C Avenue  East, 
Oskaloosa,  Iowa  52577  or  call  515/673-6762. 


CARDIOLOGY  — Be  a part  of  a thriving  invasive  cardiology  group 
practice  located  in  southern  Indiana.  Affiliated  with  a 590-bed  regional 
referral  center.  Competitive  salary  plus  malpractice  insurance  and  other 
physician  perks.  Send  CV  to  Don  Hoit,  12161  Lackland  Road,  St.  Louis, 
Missouri  63146  or  call  1-800/336-3963. 
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OPHTHALMOLOGY 


NORTH  IOWA  EYE  CLINIC,  P.C. 

ADDISON  W.  BROWN,  JR.,  M.D. 

MICHAEL  L.  LONG,  M.D. 

BRADLEY  L.  ISAAK,  M.D. 

RANDALL  S.  BRENTON,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 
GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 

WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D. 

RUSSELL  H.  WATT,  M.D. 

JOHN  M.  GRAETHER,  M.D. 

RUSSELL  R.  WIDNER,  M.D. 

GILBERT  W.  HARRIS,  M.D. 

JAMES  A.  DAVISON,  M.D. 

NORMAN  F.  WOODLIEF,  M.D. 

ERIC  W.  BLIGARD,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/754-6200 
SATELLITE  OFFICES: 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

300  SOUTH  KENYON  ROAD 
FORT  DODGE  50501 
515/576-7777 

516  SOUTH  DIVISION  STREET 
CEDAR  FALLS  50613 
319/277-0103 

OPHTHALMIC  ASSOCIATES,  P.C. 

ROBERT  D.  WHINERY,  M.D. 

STEPHEN  H.  WOLKEN,  M.D. 

ROBERT  B.  GOFFSTEIN,  M.D. 

LYSE  S.  STRNAD,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D. 

JAMES  W.  WHITE,  M.D. 

CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 

IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D. 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 

OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

1215  PLEASANT,  SUITE  408 
DES  MOINES  50309 
515/283-5780 
1/800/248-4443 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
, NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 

PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

ROBERT  G.  SMITS,  M.D.,  P.C. 

1040  5TH  AVENUE 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 

EASTERN  IOWA  HEAD  & NECK  SURGERY,  P.C. 
JAMES  E.  SPODEN,  M.D.,  F.A.C.S. 

1030  5TH  AVENUE,  S.E.,  SUITE  2000 
CEDAR  RAPIDS  52403 
319/365-3883 


PATHOLOGY 


LABORATORY  OF  CLINICAL  MEDICINE 
DAVID  W.  GAUGER,  M.D. 

ROBERT  L.  MAAS,  M.D. 

L.  JEFF  RISSMAN,  M.D. 

11380  AURORA  AVENUE 
DES  MOINES  50322 
515/276-8402 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 

UPSHER  LABORATORIES,  IOWA  DIVISION 
GERALD  WEDEMEYER,  M.D.,  F.C.A.P. 
ASHOK  R.  PRADHAN,  M.D.,  F.C.A.P. 

11101  AURORA 
DES  MOINES  50322 
800/369-LABS  OR  515/254-0160 
COMPREHENSIVE  CLINICAL  AND 
ANATOMIC  PATHOLOGY  SERVICES 


PHYSICAL  MEDICINE  & 
REHABILITATION 


REHABILITATION  MEDICINE  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 
CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

YOUNKER  REHABILITATION 
CENTER 

IOWA  METHODIST  MEDICAL  CENTER 
1 200  PLEASANT 
DES  MOINES  50308 
515/283-6434 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 
HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL 
SERVICES  FOR  ADULTS,  ADOLESCENTS, 
CHILDREN  AND  INFANTS 


PULMONARY  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & CRITICAL 
CARE  ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 

DONALD  L.  BURROWS,  M.D. 

MICHAEL  WITTE,  D.O. 

PULMONARY  DISEASES 
1601  NW  114TH,  SUITE  347 
DES  MOINES  50325-7072 
24  HOUR  515/224-1777 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 

LANCE  F.  YEOMAN,  D.O. 

1301  PENNSYLVANIA,  SUITE  304 
DES  MOINES  50316 
515/265-7677  OR  800/343-0390 

GENERAL  SURGERY  AND 
ENDOSCOPY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  O.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 

S1NESIO  MISOL,  M.D. 

411  LAUREL,  SUITE  3300 
DES  MOINES  50314 
515/247-8400 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

SURGICAL  AFFILIATES,  P.C. 

JAMES  M.  CATERINE,  M.D.,  F.A.C.S. 

C.  DAVID  SMITH,  M.D. 

KATHLEEN  L.  SMITH,  M.D. 

KENDALL  REED,  D.O.,  F.A.C.O.S. 

STEVEN  A.  CAHALAN,  M.D. 

ONYEBUCHI  UKABIALA,  M.D.,  F.R.C.S. 
JOHN  STERN,  M.D. 

411  LAUREL,  SUITE  2100 
MERCY  MEDICAL  PLAZA  EAST 
DES  MOINES  50314 
515/247/3266 

GENERAL,  THORACIC,  VASCULAR, 
ONCOLOGIC  AND  PEDIATRIC  SURGERY 

WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/283-5767 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 


February  1991  / 85 


In  the  Public  Interest 


A Call  for  Involvement 


Editor's  Note:  About  25%  of  all  low-level  radioac- 
tive wastes  produced  in  the  U.S.  each  year  stems 
from  medical  uses.  This  month's  column,  provided 
by  the  American  Medical  Association,  outlines  the 
AMA's  plan  for  physicians  to  lead  the  way  in  pro- 
viding for  safe  disposal  of  these  wastes. 

Disposal  of  low-level  radioactive  wastes 
may  seem  like  a minor  concern  among 
medicine's  worries.  However,  universities, 
medical  schools,  hospitals,  labs  and  medical 
practices  are  among  producers  of  these  wastes. 
Yet,  their  activities  clearly  benefit  society. 

Political  Problem 

Disposal  of  radioactive  wastes  has  long 
been  more  a political  than  a public  health  prob- 
lem. In  the  1960s,  6 licensed  commercial  facil- 
ities received  wastes  from  across  the  country. 
After  3 of  these  facilities  closed,  opposition 
developed  in  the  3 remaining  host  states. 

In  response.  Congress  passed  the  Low 
Level  Radioactive  Wastes  Policy  Act  in  1980. 
Under  this  bill,  each  state  would  eventually 
become  responsible  for  disposal  of  radioactive 
wastes  generated  within  its  boundaries.  The 
act  recommended  that  states  participate  in  re- 
gional groupings  to  improve  the  cost  effec- 
tiveness of  disposal  facilities.  It  also  stated  that 
any  regional  facility  could  exclude  wastes  from 
outside  its  region  after  January  1,  1986. 

Slow  Progress 

By  1985,  it  was  clear  states  would  not  meet 
the  1986  deadline.  Congress  extended  the 
deadline  to  January  1,  1993.  On  that  date,  the 
3 existing  commercial  sites  in  Nevada,  Wash- 
ington and  South  Carolina  will  be  closed  to 
outsiders. 

State  negotiations  have  proceeded  since 
1985.  Yet,  selecting  a disposal  site  and  pre- 


paring to  operate  a facility  involve  a compli- 
cated series  of  steps.  Few  states  are  far  along 
in  this  process  and  fewer  still  are  expected  to 
meet  the  1993  deadline. 

Physicians  Can  Help 

Physicians  can  play  a key  role  in  helping 
their  states  develop  acceptable  disposal  facil- 
ities for  low-level  radioactive  wastes.  Their 
medical  training  can  provide  an  informed  per- 
spective on  the  personal  and  public  health  risks 
related  to  waste  disposal.  More  importantly, 
they  can  describe  the  beneficial  uses  of  pro- 
cedures that  produce  radioactive  wastes  and 
how  these  uses  will  be  compromised  if  dis- 
posal sites  for  the  wastes  are  unavailable. 

Consider  becoming  involved  in  efforts  to 
establish  disposal  facilities.  Contact  repre- 
sentatives of  your  state's  radiation  control  pro- 
gram or  health  agency.  Arrange  to  meet  with 
them  and  offer  your  support.  Encourage  these 
representatives  to  consider  what  will  be  done 
if  a disposal  site  is  not  available  by  January  1, 
1993.  Stress  the  need  to  develop  one  or  more 
storage  sites  for  low-level  wastes  as  an  inter- 
mediate measure  until  a disposal  site  becomes 
available. 

Every  medical  society's  public  health  or 
environmental  health  committee  can  become 
involved  by  enacting  and  promoting  policy  re- 
garding disposal  of  low-level  radioactive 
wastes.  Through  lobbying  and  working  with 
public  health  authorities,  the  medical  society 
can  influence  disposal  facility  plans. 

For  further  information,  contact  the 
AMA's  Division  of  Biomedical  Science,  515 
North  State  Street,  Chicago,  Illinois  60610. 
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President's  Privilege 


Robert  D.  Whinery,  M.D. 


Rambling 


My  tenure  as  ims  president  is  running 
short  and, at  times.  I'm  tempted  to  use 
this  page  to  express  my  personal  feelings  on 
various  issues  — abortion,  patriotism,  the 
Hsaio  study,  cognitive  vs.  non-cognitive, 
Saddam  Hussein,  etc.,  but  I won't.  Instead, 
here  are  some  disjointed  thoughts  on  medi- 
cine in  general. 

Writing  this  column  each  month  has 
been  a bit  of  a challenge.  What  do  you  say 
to  a medical  society  when  things  are  in  such 
a state  of  flux?  I've  never  been  much  of  a 
history  buff,  but  to  understand  medicine's 
present  status  you  must  know  the  political 
and  economic  events  of  the  past  20+  years. 
Our  medical  society  is  composed  of  doctors 
of  varying  ages  and  hence  different  historical 
perspectives.  We've  seen  the  profession  go 
from  basic  house  calls  to  fantastic  techno- 
logic feats  — and  from  prestige  to  criticism. 

I wrote  an  article  for  this  magazine  sev- 
eral months  ago.  It  was  a sizzler  and  dealt 
with  tort  reform,  lawyers,  legislators  and 
hospitals.  Now  I reread  it  each  month. 
Sometimes  it's  humorous,  often  it's  not.  Suf- 
fice to  say  that  medical  liability  insurance 
and  tort  reform  are  still  major  issues  for  the 
Iowa  Medical  Society.  Our  staff  and  legisla- 
tive leaders  are  constantly  ready  to  work  for 
improvements  in  that  area  when  the  political 
climate  will  allow  it.  It  is  not  a dead  issue. 

I've  been  told  that  one  of  the  next  big 
problems  for  medicine  will  be  ER  physicians 


(ER  stands  for  early  retirement).  It  strikes 
me  funny  that  paraprofessionals  want  laws 
that  permit  them  to  be  doctors.  I wonder 
why  we're  quitting? 

Another  comment  frequently  heard  is 
"The  AMA  (or  IMS)  does  nothing  for  me  — 
my  specialty  society  does  more."  In  this  day 
and  age,  we  all  have  specialty  societies  of 
some  sort.  The  leaders  of  the  AMA  and  IMS 
represent  all  aspects  of  medicine.  One  uni- 
fied voice  with  government  and  consumer 
groups  is  more  effective  than  multiple  splin- 
ter attempts.  You  can  work  through  both, 
you  know. 

There  I go  again  singing  the  same  song 
of  organized  medicine.  But,  one  last  plea, 
please  look  ahead.  Next  month  is  our  annual 
House  of  Delegates,  so  make  plans  now  to 
be  there.  In  recent  years  we've  had  some 
county  societies  with  poor  representation, 
even  some  with  none.  Come  and  participate 
in  the  planning  and  decision-making.  Know 
what's  really  going  on.  Belong  to  the  AMA, 
read  AM  NEWS  and  IMS  publications,  and 
come  to  the  IMS  Annual  Meeting.  Give  the 
leadership  and  staff  of  your  society  your 
thoughts  and  feelings. 

1v^V+-  & v MY. 

Robert  D.  Whinery,  M.D. 

President 
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Advances  Increase 
Safety  of  Anesthesia 


FRANKLIN  SCAMMAN,  M.D. 
Iowa  City,  Iowa 


A combination  of  recent  develop- 
ments has  made  anesthesiology  much 
safer  for  patients. 


The  current  practice  of  anesthesia  ex- 
poses the  patient  to  much  less  risk  than 
just  a few  years  ago.  This  article  highlights 
factors  which  have  contributed  to  this  in- 
crease in  safety.  The  relative  contribution  of 
each  factor  is  still  being  debated. 

Anesthesia  Residents  — The  quality  of 
our  anesthesia  residents  at  the  University  of 
Iowa  has  increased  noticeably  in  the  past  10 
years.  Not  too  long  ago,  anesthesiology  was 
looked  down  upon  as  a second-rate  specialty 
for  those  who  could  not  make  it  elsewhere. 
As  other  specialities  began  to  be  fully  sub- 
scribed and  the  salary  structure  remained  at- 
tractive, competition  developed  for  available 
residency  slots  and  the  caliber  of  our  resi- 
dents surged.  University  of  Iowa  residents 
consistently  are  above  the  average  of  Ameri- 
can medical  graduates  on  the  national  yearly 
anesthesia  examination. 

Drugs  — Over  half  of  the  anesthesia 
drugs  in  current  use  have  appeared  during 
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the  past  20  years.  New  narcotics  have 
shorter  half-lives  allowing  more  accurate 
dosing  near  the  end  of  an  anesthetic.  These 
newer  narcotics  have  fewer  side  effects  such 
as  histamine  release  causing  bronchospasm 
or  excessive  sedation  causing  long  PACU 
stays.  New  muscle  relaxants  have  a more 
predictable  recovery  and  less  cardiovascular 
effects.  Our  new  inhalational  anesthetic 
agents  are  less  soluble,  allowing  more  rapid 
change  in  anesthesia  depth.  In  addition, 
they  have  less  circulatory  depression  in  the 
debilitated  patient. 

Newer  cardiovascular  drugs  such  as  the 
competitive  alpha  and  beta  antagonists  allow 
much  finer  tuning  of  the  CV  system  in  the 
presence  of  coronary  artery  disease.  The 
most  recent  intravenous  anesthetic  agent  has 
a very  short  half-life,  almost  like  turning  a 
light  off  and  on.  In  addition,  it  has  a very 
low  rate  of  nausea  and  vomiting  and  has 
proven  extremely  valuable  in  outpatient  sur- 
gery. 

Educators  — Many  residents  have 
stayed  on  staff  to  pass  on  their  knowledge, 
skills  and  enthusiasm  to  succeeding  genera- 
tions. Once  it  was  rare  that  an  academic 
anesthesiologist  would  have  dual  degrees  or 
be  boarded  in  another  specialty,  but  such 
breadth  of  education  is  now  common.  In  ad- 
dition, educational  research  has  improved 
teaching  techniques  to  further  the  efficiency 
of  the  teaching-learning  process.  Continuing 
research  in  anesthesia  principles  and  practice 
has  expanded  the  available  body  of  knowl- 
edge. 

Equipment  and  Technology  — Modern 
technology  in  the  anesthetizing  location  and 
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throughout  the  hospital  has  increased  the 
ability  of  an  anesthetist  to  detect  adverse  sit- 
uations and  prevent  less-than-optimal  out- 
come. The  most  important  advance  has  been 
the  universal  use  of  pulse  oximetry  in  the 
OR  and  PACU.  Numerous  studies  have 
shown  there  are  fewer  and  shorter  episodes 
of  hypoxia  if  oximetry  is  in  use.  Just  behind 
pulse  oximetry  in  efficacy  of  preventing  dis- 
asters is  capnometry.  For  many  years,  there 
was  no  nearly-foolproof  means  of  detecting 
an  esophageal  intubation,  other  than  seeing 
the  endotracheal  tube  pass  through  the  vocal 
cords  on  laryngoscopy.  Now,  detection  of 
end-tidal  C02  has  gained  nearly  universal 
acceptance  as  the  second-best  method  of  en- 
suring correct  placement  in  the  trachea. 
Non-invasive  blood  pressure  machines  have 
proved  more  accurate  in  clinical  practice  and 
they  are  found  now  in  almost  all  anesthetiz- 
ing locations.  In  addition,  the  anesthesia  ma- 
chine has  been  re-designed  to  make  it  much 
more  difficult  for  the  anesthetist  to  make  a 
slip  or  goof,  such  as  delivering  a hypoxic  gas 
mixture  or  mixing  2 different  volatile  anes- 
thetic agents. 

All  new  machines  with  ventilators  now 
have  at  least  2 monitors  to  detect  a discon- 
nect of  the  breathing  circuit.  It  is  now  com- 
mon to  be  able  to  measure  direct  arterial 
blood  pressure  and  cardiac  output  during 
anesthesia,  many  of  the  newer  monitors 
having  the  ability  to  calculate  all  the  derived 
hemodynamic  parameters  with  little  manual 
entry  of  data.  Computerized  syringe  pumps 
have  simplified  the  calculations  necessary  for 
infusion  of  narcotics,  vasodilators,  and  mus- 
cle relaxants.  Coming  in  the  near  future  are 
computerized  devices  to  servo-control  blood 
pressure. 

Insurance  Companies  — Surprisingly,  in- 
surance companies  have  played  a great  role 
in  recognizing  that  new  technology  has 
made  anesthesia  safer  and  have  encouraged 
the  utilization  of  high  technology  in  the  OR 
by  reducing  risk  class  and  premiums  for 
practitioners  stating  they  will  use  pulse  ox- 
imetry and  capnometry  on  every  case.  In  ad- 
dition, the  insurance  companies  have  been 
most  cooperative  in  providing  case-analysis 
data  in  the  investigation  of  risk  analysis. 

Quality  Assurance  and  Risk  Manage- 
ment — Anesthesiology,  as  early  as  1974, 
was  one  of  the  first  medical  specialties  to 


formalize  the  process  of  analyzing  its  prac- 
tice and  determining  mechanisms  of  improv- 
ing outcome.  Today,  modern  QA  programs 
are  identifying  problems  and  bad  practices, 
formulating  solutions  to  these  problems,  im- 
plementing the  solutions,  and  monitoring  to 
see  that  the  problems  are  resolved.  Vital  to 
the  process  is  the  unique  Closed  Claims 
Study  of  the  American  Society  of  Anesthe- 
siologists (ASA).  This  ongoing  study,  gather- 
ing data  from  more  than  17  insurance  com- 
panies throughout  the  United  States,  has 
reviewed  in  depth  more  than  2200  com- 
pleted litigations.  The  study  found  that  pay- 
ment was  made  in  more  than  80%  of  the 
cases  where  care  was  found  to  be  substand- 
ard. However,  payment  was  made  in  more 
than  40%  where  the  care  was  judged  to  be 
appropriate.  This  study  is  helping  to  set 
“standards  of  care." 

Standards  — Before  the  advent  of  stand- 
ards for  the  practice  of  anesthesia,  there 
were  no  “yardsticks"  by  which  a physician's 
practice  could  be  measured.  In  1986,  the 
Harvard  Hospital  Group,  a self-insured  col- 
lection of  academic  and  private  hospitals,  re- 
alized without  such  a measure  it  would  be 
very  difficult  to  get  meaningful  actuarial  data 
on  risk  management  and  published  their 
standards.  The  next  year,  the  ASA  embraced 
a similar  but  more  clinically-oriented  set  of 
standards.  Several  states,  observing  what 
seemed  to  be  a good  idea,  incorporated  the 
standards  into  law,  denying  licensure  to 
those  not  adhering  to  the  standards.  Briefly, 
ASA  standards  are: 

• Qualified  anesthesia  personnel  shall 
be  present  in  the  room  throughout  the  con- 
duct of  all  general  anesthetics,  regional  anes- 
thetics and  monitored  anesthesia  care. 

• During  all  anesthetics,  the  patient's 
oxygenation,  ventilation,  circulation  and 
temperature  shall  be  continually  evaluated. 
Oxygenation  will  be  evaluated  in  the  in- 
spired gas  by  an  oxygen  analyzer  and  in  the 
blood  by  quantitative  methods  such  as  pulse 
oximetry.  Ventilation  will  be  monitored  by 
standard  clinical  signs  and  the  monitoring  of 
C02  content  is  encouraged,  particularly 
when  an  endotracheal  tube  is  in  place. 

When  a ventilator  is  used,  monitors  giving 
an  audible  alarm  capable  of  detecting  a dis- 
connection of  components  shall  be  em- 

(Continued  next  page) 
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ployed.  Circulation  will  be  monitored  contin- 
uously by  an  EKG.  In  addition,  heart  rate 
and  blood  pressure  shall  be  determined  at 
least  every  5 minutes.  If  the  patient  is  receiv- 
ing general  anesthesia,  at  least  one  of  palpa- 
tion of  a pulse,  ascultation  of  heart  sounds, 
monitoring  of  the  tracing  of  an  arterial  line, 
ultrasound  peripheral  pulse  monitoring  or 
pulse  oximetry  will  be  used.  Finally,  the 
means  for  measuring  body  temperature  must 
be  available.  If  temperature  changes  are 
intended,  temperature  shall  be  measured. 

There  are  also  standards  for  anesthesia 
machine  checkout,  giving  relief  during  an 
anesthetic,  obstetrical  anesthesia,  PACU 
and  the  ethical  practice  of  anesthesiology. 

Interestingly,  there  is  conjecture  that  the 
publishing  and  acceptance  of  the  above 
standards  per  se  has  measurably  improved 
the  safety  of  anesthesia.  A very  large  series 
from  the  Harvard  Group,  divided  into  pre- 
and  post-standard  eras,  suggests  the  absence 
of  any  anesthesia-caused  OR  deaths  in  over 
220,000  anesthetics  in  the  post-standard 
group  is  evidence  they  work.  However,  as 
impressive  as  this  safety  record  is,  their  con- 
clusion would  require  another  200,000  anes- 
thetics without  a death  to  reach  statistical 
significance. 

Conclusion 

How  much  safer  is  anesthesia  now  than 
20  years  ago  when  the  major  morbidity  stud- 
ies were  done?  It  is  a matter  of  conjecture.  A 
few  years  ago,  the  CDC  was  commissioned 
to  study  the  topic.  They  abandoned  the 
study  because  anesthesia-related  events 
were  so  rare  it  would  cost  over  $20,000  per 
event  and  require  many  years  to  gather 
enough  data  to  be  valid.  If  the  Harvard  ex- 
perience is  valid  and  if  local  folklore  can  be 
trusted,  the  risk  of  anesthesia  is  now  at  least 
10  times  lower  than  previously  determined. 
Our  database  at  the  University  of  Iowa  is 
not  sufficiently  large  to  offer  any  illumina- 
tion. Our  last  anesthesia-caused  death  was  3 
years  ago  and  we  have  since  performed 
more  than  60,000  anesthetics.  Great  strides 
in  safety  have  been  made  by  anesthesiology 
over  the  past  few  years. 
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YOCON* 

YOHIMBINE  HCI 


n:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity,  ft  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow,: 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild .1 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and, 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympath icolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating , nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1-2  Also  dizziness, 
headache , skin  flushing  reported  when  used  orally. 1 -3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 ’S'4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'h  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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HIV  Test  Counseling 


ROBERT  RINALDI,  Ph.D. 
jOHN  HENNING,  Ph.D. 
Chicago,  Illinois 


Guidelines  for  pretest  and  posttest 
counseling  to  accompany  HIV  testing 
are  discussed. 


Although  counseling  related  to  HIV 
antibody  testing  has  been  widely  rec- 
ommended, medical  literature  contains  few 
specific  guidelines.13  Following  is  a brief 
outline  of  essential  elements  in  conducting 
HIV  antibody  blood  test  counseling. 

Pretest  Procedures 

During  the  pretest  session  the  physician 
must  provide  information  about  HIV,  AIDS 
and  the  test,  conduct  a sex  and  drug  history 
and  provide  counseling.  The  patient  should 
be  told  about  the  virus,  HIV-related  dis- 
eases, routes  of  transmission  and  ways  to  re- 
duce AIDS  risk.  This  can  be  accomplished 
through  videotapes,  audiotapes,  printed 
matter,  group  lecture  and  one-to-one  interac- 
tion.4 

The  pretest  session  must  include  a pa- 
tient history  of  sexual  behavior  and  drug 
use.  The  physician  should  use  frank,  non- 
judgmental,  open-ended  questions  and  be 
sure  the  patient  understands  the  words 
used. 

The  authors  are  on  the  staff  of  the  American  Medical  Associa- 
tion's Group  on  Science  and  Technology. 


Discussing  sexual  behavior  is  difficult. 
The  patient's  sexual  orientation  is  less  im- 
portant than  specific  sexual  practices. 

Discussing  drug  use  with  patients  may 
also  be  difficult.  However,  information  on 
intravenous  drug  use  and  needle  sharing  is 
essential.  A full  drug  use  history  including 
alcohol  and  marijuana  can  also  be  helpful. 

Pretest  counseling  should  include  dis- 
cussion of  medical,  psychological  and  social 
implications  of  the  HIV  antibody  blood  test. 
Specific  recommendations  for  behavior 
change  must  be  based  on  the  physician's  as- 
sessment of  risk.  Finally,  the  physician  can 
assist  the  patient  in  deciding  whether  or  not 
to  be  tested. 

Essential  elements  of  the  pretest  coun- 
seling session  include: 

• Ask  why  the  patient  wishes  to  be 
tested. 

• Explain  the  test  determines  the  pres- 
ence or  absence  of  antibodies  to  the  virus. 

• Discuss  the  meaning  of  a positive  test 
result:  The  individual  is  infected  and  as- 
sumed contagious  but  may  not  have  AIDS. 

• Discuss  the  meaning  of  a negative  test 
result:  An  individual  is  not  demonstrating 
infection  but  is  NOT  ''protected''  against  the 
virus. 

• Discuss  the  possibilities  of  false-posi- 
tive or  indeterminate  results. 

• Discuss  ways  to  modify  risk  behavior. 

• Discuss  the  confidentiality  of  test  re- 
sults in  relation  to  office/clinic  procedures 
and  state  reporting  requirements. 

• Discuss  benefits  of  anonymous  testing. 

• Discuss  the  stress  related  to  waiting 
for  test  results  and  possible  reactions  to  re- 
sults (e.g.,  depression  and  anxiety). 

(Continued  next  page) 
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• Discuss  potential  negative  social  con- 
sequences of  being  tested  and/or  being  sero- 
positive (employment,  housing,  insurance 
and  personal  relationship  ramifications). 

• Obtain  consent  before  voluntary  test- 
ing is  conducted  (local  statutes  pertaining  to 
adults  and  minors  should  be  consulted.  See 
sidebar  article  for  information  about  Iowa 
law  on  HIV  testing). 

• Make  an  appointment  for  a return 
visit  to  give  and  discuss  test  results. 

Posttest  Counseling 

Disclosure  of  the  test  result  is  best  done 
at  the  beginning  of  the  session  in  a direct 
manner.  After  the  result  is  disclosed,  the  pa- 
tient should  be  encouraged  to  express  feel- 
ings. 

Reporting  a positive  result  can  be  diffi- 
cult. If  the  patient  had  predicted  a positive 
result  during  the  pretest  counseling  session, 
the  physician  might  say,  "Well,  your  predic- 
tion was  right.  Your  tests  show  you  have 
the  virus."  Although  it  is  important  to  be 
straightforward  in  reporting  a positive  re- 
sult, it  is  equally  important  to  give  the  sero- 
positive patient  hope.  Quoting  the  percent- 
age of  seropositive  individuals  who  actually 
become  ill  (approximately  7-10%  per  year) 
and  mentioning  the  ongoing  search  for  effec- 
tive treatments  and  vaccines  might  prove 
helpful. 

The  physician  must  assess  the  patient's 
understanding  of  the  result  by  asking  a 
question  such  as  "Now  that  you  know  you 
are  antibody  positive  (or  negative),  what 
does  this  mean  for  you?"A  review  of  the  in- 
formation conveyed  in  the  pretest  session 
should  be  conducted. 

When  the  result  is  negative,  the  pa- 
tient's understanding  of  how  to  prevent  fu- 
ture infection  must  be  assessed.  When  the 
result  is  positive,  the  patient  must  be  ad- 
vised on  how  to  avoid  infecting  others. 

It  is  also  important  to  communicate  to 
seropositive  individuals  they  are  probably 
infectious  to  others  by  established  routes  of 
transmission  and  there  is  no  way  to  predict 
when  and  if  symptoms  will  develop.  Anti- 
body-positive persons  should  be  told: 

• Do  not  donate  blood,  semen  or  body 
organs. 

• Employ  what  are  known  as  "safe  sex 
practices." 


• Do  not  share  personal  hygiene  items 
(e.g.,  razors,  toothbrushes). 

• Inform  physicians  and  dentists  of  sero- 
logic status. 

• Encourage  sexual  partners  and  needle 
contacts  to  seek  evaluation  and  serologic 
testing. 

The  physician  must  be  sensitive  to  the 
psychological  reactions  possible  when  the 
test  result  is  given.  For  seronegative  pa- 
tients, a reaction  of  surprise  and  relief  may 
occur,  followed  by  an  overall  reduction  of 
anxiety.  Seropositive  individuals  may  react 
with  disbelief,  anger,  fear,  guilt  or  self- 
recrimination. Clinical  depression  often  oc- 
curs among  those  testing  positive.5"6  In 
some,  the  depression  may  lead  to  suicidal 
thought  or  attempts.7 

Seropositive  patients  sometimes  require 
repeated  sessions,  supportive  services  and 
monitoring.  A psychiatric  referral  should  be 
made  for  patients  who  require  assistance  in 
adapting  to  current  conditions  or  managing 
depression  or  anxiety  beyond  what  the  pri- 
mary care  physician  can  offer.  A patient  may 
also  benefit  from  counseling  hotlines,  HIV 
support  groups  and/or  psychotherapy.  A 
schedule  to  monitor  medical  status  must  be 
determined  as  well. 

The  posttest  session  also  should  include 
an  assessment  of  the  patient's  commitment 
to  altering  high-risk  behaviors.  The  physi- 
cian must  work  with  the  patient  to  promote 
behavior  change  by  reiterating  routes  of 
transmission,  discussing  risks  and  highlight- 
ing methods  of  risk  reduction. 

In  summary,  essential  elements  of  the 
posttest  counseling  session  include: 

• Provide  the  test  result. 

• Allow  the  patient  to  express  feelings 
and  reactions. 

• Assess  the  patient's  understanding  of 
the  test  results. 

• Review  routes  of  transmission. 

• Assess  the  patient's  psychological  con- 
dition. 

• Recommend  psychiatric  follow-up 
when  appropriate. 

• Assess  risk  behavior  and  commitment 
to  risk  reduction  strategies. 

• Recommend  medical  follow-up. 

• Recommend  additional  support  serv- 
ices as  needed. 
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Iowa  AIDS  Laws 


Pre-test  Patient  Education! Consent 

Prior  to  withdrawing  blood  for  an  HIV 
test,  the  person  being  tested  must  be  given 
the  following  information: 

• An  explanation  of  the  test,  including 
the  test's  purposes,  potential  uses,  limita- 
tions and  the  meaning  of  both  positive  and 
negative  results. 

• An  explanation  of  the  nature  of  AIDS 
and  ARC,  including  the  relationship  be- 
tween the  test  results  and  the  diseases. 

• An  explanation  of  the  procedures  to 
be  followed,  including  the  fact  the  test  is  en- 
tirely voluntary  and  can  be  performed  anon- 
ymously if  requested. 

• Information  concerning  behavioral 
patterns  known  to  expose  a person  to  the 
possibility  of  contracting  AIDS  and  methods 
for  minimizing  the  risk. 

• The  person  being  tested  must  be 
given  written  notice  that  this  information 
must  be  provided  prior  to  testing. 

These  educational  requirements  do  not 
apply  to: 

• Testing  of  donated  blood  or  body 
parts  or  to  semen  donated  prior  to  July  1, 
1988. 

• Testing  in  medical  emergencies  when 
the  subject  of  the  test  is  unable  to  grant  or 
withhold  consent  and  the  test  results  are 
needed  for  medical  diagnostic  purposes  to 
provide  appropriate  emergency  care  or  treat- 
ment. 

Posttest  Counseling , 

Partner  Notification 

• When  a patient  is  informed  of  the  test 
results,  counseling  relating  to  the  emotional 
and  physical  health  effects  of  HIV  infection 
should  be  initiated  with  special  emphasis  on 
how  to  prevent  spread  of  the  virus,  how  to 
decrease  the  risk  of  infection  and  where  ad- 
ditional counseling  can  be  obtained. 

• A patient  who  tests  positive  for  HIV 
should  be  encouraged  to  refer  sexual  part- 
ners or  persons  who  have  shared  intrave- 
nous equipment  for  confidential  counseling. 
The  patient  may  choose  to  participate  in  the 
Iowa  Department  of  Public  Health  (IDPH) 


voluntary  partner  notification  program  or  to 
personally  notify  partners. 

• A physician  treating  a patient  who 
tests  HIV  positive  may  warn  a sexual  part- 
ner or  drug  partner  of  that  patient  if  2 condi- 
tions are  met:  1)  the  physician  believes  con- 
tinuing contact  poses  an  imminent  danger  of 
HIV  transmission  and  2)  if  the  physician  be- 
lieves the  infected  patient  will  not  warn  the 
partner  in  spite  of  the  physician's  strong  en- 
couragement to  do  so.  Specific  procedures  must 
be  followed  by  the  physician  in  notifying  a third 
party.  (Call  the  Iowa  Medical  Society  or 
IDPH  for  more  information.) 

Confidentiality 

• The  identity  of  anyone  tested  for  HIV, 
HIV  test  results,  the  identity  of  persons  di- 
agnosed with  AIDS,  the  names  of  sexual 
partners  or  drug  contacts  or  related  informa- 
tion must  be  kept  strictly  confidential  by  a 
physician  or  anyone  who  has  access  to  that 
information.  Identifying  information  may 
only  be  disclosed  in  limited  circumstances. 

Minors  Seeking  Testing 

• Minors  may  seek  treatment  or  testing 
for  AIDS  and  other  sexually  transmitted  dis- 
eases on  a confidential  basis.  However,  be- 
cause of  the  potential  seriousness  of  positive 
HIV  status,  a minor  who  seeks  treatment 
without  a guardian  must  be  informed  prior 
to  testing  that  the  test  facility  is  required  to 
inform  the  legal  guardian  if  the  HIV  test  is 
positive. 

• Facilities  which  are  precluded  by  fed- 
eral statute  or  regulation  or  CDC  guidelines 
from  informing  the  legal  guardian  are  ex- 
empt from  the  notification  requirement. 

• All  facilities  where  minors  are  tested 
are  required  to  make  assistance  with  notifi- 
cation available  to  minors  and  their  legal 
guardians,  emphasizing  the  need  for  family 
support  in  dealing  with  test  results. 

For  more  information,  contact  the  legis- 
lative staff  at  the  Iowa  Medical  Society,  515/ 
223-1401  or  800/747-3070.  The  IMS  also  has  a 
booklet  available  entitled  What  is  HIV  Test- 
ing? 
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‘Recent  research 
has  delineated  ^ 
early,  more  subtle 
changes  in  lung  and 
immune  functions.  These 
alterations  directly 
predispose  smokers  to 
respiratory  tract  infection: 

Am  Fam  Phys  1987;36:133-140 


Established  therapy 
for  today’s  patients 

For  respiratory  tract  infections  due  to 
susceptible  strains  of  indicated  organisms 


and  anaphylaxis  have  been  reported  rarely.  Anaphylaxis 
may  be  more  common  in  patients  with  a history  of 
penicillin  allergy. 

♦ Gastrointestinal  (mostly  diarrhea):  2.5% 

• Symptoms  of  pseudomembranous  colitis  may  appear 
either  during  or  after  antibiotic  treatment. 

* As  with  some  penicillins  and  some  other  cephalo- 
sporins. transient  hepatitis  and  cholestatic  Jaundice 
have  been  reported  rarely. 

* Rarefy,  reversible  hyperactivity,  nervousness,  Insomnia, 
confusion,  hypertonia,  dizziness,  and  somnolence  have 
been  reported. 

• Other:  eosinophiiia,  2%;  genital  pruritus  or  vaginitis, 
less  than  1%  and,  rarely,  thrombocytopenia  and  reversible 
interstitial  nephritis. 

Abnormalities  in  laboratory  results  of  uncertain  etiology 


Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon. 
Those  reported  include: 

• Hypersensitivity  reactions  have  been  reported  in  about 
1.5%  of  patients  and  include  morbilliform  eruptions 
(1  in  100).  Pruritus,  urticaria,  and  positive  Coombs’ 
tests  each  occur  in  less  than  1 in  200  patients.  Cases 


Consult  the  package  literature  for  prescribing  information. 
Indication:  lower  respiratory  infections.  Including 


pneumonia,  caused  by  Streptococcus  pneumoniae, 


(group  A s-hemolytic  streptococci). 

Contraindication:  Known  allergy  to  cephalosporins. 
Warnings:  CECLOR  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PATIENTS. 
PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY.  POSSIBLE  REACTIONS 
INCLUDE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
vlrialty  all  broad-spectrum  antibiotics.  It  must  be  con- 
sidered in  differential  diagnosis  of  antibiotic-associated 
diarrhea.  Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

• Discontinue  Ceclor  In  the  ever#  ol  allergic  reactions  to  tt. 

• Prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms. 

• Positive  direct  Coombs’  tests  have  been  reported 


with  the  use  of  Ceclor.  These  are  characterized  by 
findings  of  erythema  multiforme,  rashes,  and  other  skin 
manifestations  accompanied  by  arthritis/arthralgia,  with 
or  without  fever,  and  differ  from  classic  serum  sickness 
in  that  there  is  infrequently  associated  lymphadenopathy 
and  proteinuria,  no  circulating  immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  the  reaction.  While 
further  investigation  is  ongoing,  serum-sickness-iike 
reactions  appear  a be  due  to  hypersensitivity  and  more 
often  occur  during  or  following  a second  (or  subsequent) 
course  of  therapy  with  Ceclor.  Such  reactions  have  been 
reported  more  frequently  in  children  than  in  adults  with 
an  overall  occurrence  ranging  from  1 in  200  (0,5%)  In 
one  focused  trial  to  2 in  8,346  (0.024%)  in  overall 
clinical  trials  (with  an  incidence  in  children  in  clinical 
trials  of  0.055%)  to  1 In  38,000  (0.003%)  in  spon- 
taneous event  reports.  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside 
within  a few  days  after  cessation  of  therapy;  occasion- 
ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  duration  (median  hospitalization = two 
to  three  days,  based  on  postmarketing  surveillance 
studies).  In  those  requiring  hospitalization,  the  symp- 
toms have  ranged  bom  mild  to  severe  at  the  time  of 
admission  with  more  of  the  severe  reactions  occurring 
in  children.  Antihistamines  and  glucocorticoids  appear 
to  enhance  resolution  of  the  signs  and  symptoms.  No 
serious  sequelae  have  been  reported. 

* Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis, 


• Slight  elevations  in  hepatic  enzymes.  -. 

• Transient  lymphocytosis,  leukopenia,  and,  rarely, 
hemolytic  anemia  and  reversible  neutropenia. 

• Rare  reports  of  increased  prothrombin  time  with  of, 
without  clinical  bleeding  in  patients  receiving  Ceclor 
and  Coumadin  concomitantly, 

• Abnormal  urinalysis;  elevations  in  BUN  or  serum 
creatinine. 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with  Benedict’s 
or  Fehling’s  solution  and  Clinitest*  tablets  but  not  with 
Tes-Tape®  (glucose  enzymatic  test  strip,  Lilly). 

PA  8791  AMP  (0214901811 

Additional  information  availabfe  to  We  profession 
on  request  from  Eli  Lilly  and  Company,  Indianapolis, 


• Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function.  Although 
dosage  adjustments  in  moderate  to  severe  renal 
impairment  are  usually  not  required,  careful  clinical 
observation  and  laboratory  studies  should  be  made. 

• Broad-spectrum  antibiotics  should  be  prescribed  with 
caution  in  individuals  with  a history  of  gastrointestinal 
disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been  determined  in 
prepancy,  lactation,  and  infants  less  than  one  month 
old.  Ceclor  penetrates  mother’s  milk.  Exercise  caution 
in  prescribing  for  these  patients. 
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’s  smoke...there  may  be  bronchitis 


Questions  and  Answers 


James  Black,  M.D. 


Goals  and  Concerns 
Of  Anesthesiologists 


This  month's  author,  a Marshalltown 
anesthesiologist  and  president  of  the 
Iowa  Society  of  Anesthesiologists  (ISA), 
says  Medicare  reimbursement  rates  and 
professional  liability  continue  to  be  ma- 
jor concerns  of  his  organization. 


What  is  the  picture  with  regard  to  the  supply  of 
anesthesiologists? 

The  number  of  practicing  anesthesiolo- 
gists in  Iowa  has  remained  stable  at  150-190 
for  10  years.  As  this  generation  retires,  I be- 
lieve there  will  be  fewer  anesthesiologists  will- 
ing to  practice  in  rural  areas. 

I think  physicians  in  all  fields  will  avoid 
rural  areas  for  2 major  reasons: 

• No  one  wants  to  practice  alone  or  in  a 
small  partnership  because  the  call  schedule  and 
demands  of  the  public  are  too  strenuous.  The 
fear  of  lawsuits  frequently  causes  us  to  per- 
sonally examine  and  treat  patients  with  prob- 
lems which  previously  could  have  been  han- 
dled over  the  phone. 

• The  "urban-rural"  differential  in  in- 
comes for  all  physicians  will  continue  to  drive 
young  physicians  to  urban  areas.  Most  grad- 
uating residents  today  have  enormous  edu- 
cational debt  and  won't  locate  in  a rural  area 
when  they  can  earn  3-4  times  more  in  the  cit- 
ies. 

In  anesthesiology,  there  is  a significant 
difference  within  the  state  in  Medicare  reim- 
bursement between  urban  and  rural  areas,  and 


there  is  a horrendous  difference  among  the  50 
states.  To  make  matters  worse,  urban  practices 
usually  have  20-28%  Medicare  patients  while 
rural  practices  in  Iowa  frequently  have  40-60% 
Medicare  patients.  This  means  rural  practices 
have  a higher  percentage  of  patients  for  whom 
the  physicians  receive  lower  reimbursement. 

What  recent  technological  and  scientific  ad- 
vances have  affected  your  specialty? 

The  development  of  pulse  oximeters  and 
capnography  monitors  in  the  late  1980s  has 
greatly  changed  many  of  our  practice  habits 
and  improved  quality  of  care.  These  devices 
allow  us  to  dynamically  monitor  a patient's 
respiratory  status  and  make  treatment  deci- 
sions sooner  and  more  effectively. 

In  the  area  of  pharmacology,  the  1980s 
brought  a new  inhalation  agent,  shorter  acting 
narcotics,  shorter  acting  muscle  relaxants,  a 
new  induction  agent,  a variety  of  cardiac 
agents,  safer  gas  delivery  systems,  etc.  These 
have  allowed  us  to  develop  anesthesia  regimes 
more  specifically  tailored  to  individual  pa- 
tients, the  types  of  surgery  being  performed 
and  the  expected  duration  of  the  procedures. 

What  socioeconomic  developments  have  influ- 
enced anesthesiology? 

In  recent  decades,  Americans  have  de- 
manded the  government  provide  more  and 
more  services.  In  particular,  'free'  health  care 
has  now  become  a 'right'  in  the  minds  of  a 
significant  portion  of  the  population.  This  has 
greatly  influenced  all  fields  of  medicine.  I be- 

(Continued  next  page) 
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lieve  all  doctors  have  changed  modes  of  prac- 
tice, attitudes  and  expectations  because  of  the 
resulting  governmental  meddling. 

What  are  the  concerns  and  goals  of  the  Iowa 
Society  of  Anesthesiologists? 

Currently,  the  Iowa  Society  of  Anesthe- 
siologists (ISA)  and  the  American  Society  of 
Anesthesiologists  (ASA)  are  especially  con- 
cerned with  several  problems: 

• Maintaining  standards  of  care  and  qual- 
ity of  care.  This  involves  everything  from  set- 
ting monitoring  standards  to  requiring  contin- 
uing education.  The  ASA  is  devising  a method 
of  evaluating  and  certifying  "continuing  com- 
petence," which  board  certification  and  con- 
tinuing education  requirements  have  failed  to 
do. 

• In  the  area  of  quality  of  care,  the  ISA  is 
very  concerned  with  the  push  of  allied  health 
care  workers  such  as  CRNAs  to  attain  by  leg- 
islation what  they  have  not  achieved  by  edu- 
cation — the  right  to  practice  medicine.  Allow- 


ing PAs,  ARNPs  and  pharmacists  to  practice 
medicine  by  prescribing  will  gradually  create 
a second  tier  of  lower  quality  care  which  I can- 
not believe  is  desirable. 

• The  liability  insurance  problem  contin- 
ues to  be  a thorn  in  our  side.  Much  has  been 
achieved  in  the  past  10  years  to  make  the  prac- 
tice of  anesthesiology  safer  and  to  some  degree 
this  has  been  reflected  in  lowering  of  our  risk 
class.  However,  the  cost  of  liability  insurance 
is  still  very  high  and  will  continue  to  escalate 
until  attitudes  change  or  the  government  steps 
in.  (No  one  really  expects  the  government  to 
be  able  to  handle  this  problem  any  better  than 
it  has  handled  other  problems.) 

• As  I already  mentioned,  the  Medicare 
reimbursement  rate  continues  to  be  our  big- 
gest headache.  It  is  very  possible  many  of  our 
younger  anesthesiologists  may  be  forced  to 
leave  Iowa  in  the  next  5-10  years  because  of 
the  continuing  decline  in  payments  for  treat- 
ing the  Medicare  patients  who  comprise  such 
a large  part  of  Iowa's  population. 


If  someone  you  know  needs 
confidential,  professional  help  for 
an  alcohol  or  drug  addiction,  tell 
them  about  Heartland  Place,  a new 
residential  treatment  facility  of 
Mercy’s  Addictions  Recovery  Center 
(MARC)  in  Davenport. 

Part  of  MARC’s  comprehensive 
continuum  of  care,  Heartland  Place 
offers  lower  cost  treatment  in 
distinctive  surroundings. 

Find  out  more  today  about 
MARC’s  high  quality  substance 
abuse  treatment  programs.  Call  us 
at  319-383-2799,  or  toll  free  at 
1-800-383-HOSP,  for  a free  brochure 
and  videotape. 

jji]  Mercy’s  Addictions 
[ill  Recovery  Center 

Mercy  Hospital  Davenport,  Iowa 
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Pain  Syndromes 
Case  Studies 


DANA  SIMON,  M.D. 
Des  Moines,  Iowa 


Primordial  pain  relief  and  restoration 
of  normal  function  are  the  goals  for  pa- 
tients suffering  from  RSD  or  SMP.  The 
author  is  president-elect  of  the  Iowa 
Society  of  Anesthesiologists. 


Anesthesiologists  are  frequently  asked 
to  treat  patients  suffering  with  acute  and 
chronic  pain  syndromes.  Reflex  sympathetic 
dystrophy  (RSD)  is  one  common  underpubli- 
cized syndrome  in  which  clinical  presentations 
may  vary  considerably,  and  for  which  newer 
theories  of  pathophysiology  are  proposed.1'3 
This  clinical  review  of  3 cases  illustrates  the 
diversity  of  clinical  presentations  and  thera- 
peutic outcomes. 

Reflex  sympathetic  dystrophy  (RSD)  is  a 
term  devised  by  Evans  in  1947. 4 The  incidence 
of  RSD  may  be  equal  in  adult  males  and  fe- 
males. In  preadolescents,  there  is  a predomi- 
nance in  females.  In  1990,  the  International 
Association  for  the  Study  of  Pain  formulated 


Dr.  Simon  is  a pain  management  specialist  and  practices  anesthesiol- 
ogy in  Des  Moines. 


a description  of  RSD  based  upon  updated 
knowledge,  scientific  and  clinical  data.  The 
primary  requisites  for  diagnosis  of  RSD  are 
pain  (superficial  or  deep,  continuous,  non- 
dermatomal  and  burning)  along  with  signs  of 
sympathetic  hyperactivity.  In  addition  to  sen- 
sory aberrations,  abnormalities  in  the  motor 
system  and  ''trophic"  tissue  changes  may  oc- 
cur. It  is  not  necessary  that  all  components  are 
present  to  make  the  diagnosis.  The  term  RSD 
does  not  necessarily  denote  the  mechanism  or 
causation  of  the  syndrome. 

Classic  descriptions  of  RSD  divide  the 
syndrome  into  3 stages.5  The  acute  stage  (0-6 
months)  is  manifested  by  the  presence  of 
spongy  edema,  hyperthermia,  hyperhidrosis 
and  increased  nail  and  hair  growth.  The  dys- 
trophic stage  (6-12  months)  is  characterized  by 
cool,  gray  cyanotic  skin,  brawny  edema  and 
decreased  blood  flow,  skin  temperature  and 
hair  and  nail  growth.  The  atrophic  stage  in- 
cludes muscle  wasting,  contractures,  pericap- 
sular  fibrosis  and  classic  "Sudeck's"  changes 
(spotty  diffuse  osteoporotic  changes  on  X-ray). 
Hyperesthesia,  dysesthesia  and  hyperpathia 
may  occur  in  any  of  these  stages  (Table  1). 

Syndromes  similar  to  RSD  have  been  de- 
scribed. Patients  with  sympathetically-main- 
tained pain  (SMP)  have  allodynia  or  hyper- 
esthesia but  no  other  symptoms  of  RSD  (Table 
1).  This  painful  state  has  been  shown  to  be 
dependent  upon  alpha-adrenergic  drive,  and 
is  independent  of  cutaneous  blood  flow 
changes.1' 2- 6 
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TABLE  1* 

DEFINITION  OF  TERMS 


Allodynia — pain  due  to  a stimulus  that  does  not  normally  pro- 
voke pain 

Dysesthesia — an  unpleasant  abnormal  sensation,  whether  spon- 
taneous or  evoked 

Hyperesthesia — increased  sensitivity  to  stimulation,  excluding 
special  senses 

Hyperalgesia — an  increased  response  to  a stimulus  that  is  nor- 
mally painful 

Hyperpathia — a painful  syndrome,  characterized  by  increased 
reaction  to  a stimulus,  especially  a repetitive  stimulus,  as 
well  as  an  increased  threshold. 


* IASP  Subcommittee  on  Taxonomy  1986  Classification  of 
chronic  pain — descriptions  of  chronic  pain  syndromes  and  defi- 
nitions of  pain  terms.  Merskey  H (ed)  Pain  3:S3-S226. 


These  changes  develop  as  a consequence 
of  trauma,  usually  affecting  the  limbs,  with  or 
without  obvious  nerve  lesion.  However,  RSD 
has  been  reported  in  the  face,  isolated  digits, 
patella,  genitalia  among  other  locations.  RSD 
may  also  develop  after  visceral  or  central  nerv- 
ous system  disease  and  infrequently  remains 
idiopathic  in  nature.  Carron  and  Weller  noted 
the  following  incidence  of  RSD  etiologies  in 
their  pain  clinic  populations:7  previous  frac- 
ture — 57%,  blunt  trauma  — 26%  and  post- 
surgical  — 17%. 

In  RSD  and  SMP,  pathologic  self-sustain- 
ing circuits  of  neural  activity  may  occur  be- 
tween the  central  nervous  system  (CNS)  and 
peripheral  somatic  and  sympathetic  nerves, 
accompanied  by  abnormal  activation  of  pe- 
ripheral nociceptors  and  mechanoreceptors. 
Heightened  neural  activity  in  wider  receptive 
fields  occurs  centrally.1  Pathophysiologic  pain 
appears  to  reflect  a disease  of  membrane  elec- 
trical and  excitability  regulation.8  If  left  un- 
treated or  treated  late,  progressive  pain,  dys- 
function and  deterioration  may  occur.  The 
existence  of  CNS  pathology  is  sufficient  to  ex- 
plain contralateral  “mirror  pain"  develop- 
ment. 

Case  Study  1 

A 30-year-old  Caucasian  female  pharma- 
cist complained  of  left-sided  neck  and  arm  pain 
for  5 years.  She  was  status  post  bilateral  first 
rib  resections  7 years  before  for  thoracic  outlet 


syndrome.  The  pain  was  described  as  severe 
burning,  aching  and  diffuse  in  nature. 

Blood  chemistries,  electromyogram  and 
somato-sensory  evoked  potentials  and  MRI  of 
the  cervical  spine  were  normal.  Physical  ex- 
amination revealed  dysesthesia  and  hyperes- 
thesia to  soft  touch  in  the  left  arm  and  forearm. 
The  left  hand  grip  was  markedly  weaker  than 
the  right.  Pain  prevented  the  patient  from  per- 
forming her  work  on  a regular  basis. 

A trial  of  cervico-thoracic  (stellate)  gan- 
glion sympathetic  blocks  was  performed  ini- 
tially in  attempt  to  reduce  pain  levels  and  re- 
store function.  A reduction  by  50%  of  previous 
pain  levels  was  achieved  but  lasted  only  a few 
days.  On  this  basis,  an  intravenous  sympa- 
tholytic agent  (guanethidine)  was  injected  into 
the  left  arm  following  previous  Esmarch  wrap 
limb  exsanguination  and  tourniquet  inflation 
(intravenous  Bier  block  technique). 

Intravenous  guanethidine  provided  the 
patient  consistent  pain  reduction  of  80-90%  for 
one  month.  Interim  trial  of  nifedipine  10  mg 
p.o.  t.i.d.  brought  no  improvement.  Following 
repeated  temporary  successes  with  intrave- 
nous guanethidine,  the  patient  underwent  se- 
lective T2  ganglion  thoracic  sympathectomy, 
transaxillary  neurolysis  and  anterior  scalenec- 
tomy. 

Postoperatively,  the  patient's  left  hand 
was  warmer  and  her  left  hand  grip  strength 
increased  from  9 kg  pre-operatively  to  23  kg. 
The  pain  was  eliminated  and  had  not  returned 
at  20  months  follow-up. 

Case  Study  2 

A 47-year-old  Caucasian  female  suffered 
fracture  of  the  head  of  the  radius  (Colle's  frac- 
ture) 8 weeks  earlier.  A cast  was  placed  to 
facilitate  healing.  The  patient  complained  of 
diffuse  burning  pain.  Examination  of  the  semi- 
clenched  hand  revealed  hyperesthesia  to  soft 
touch  over  the  entire  dorsal  aspect.  The  pa- 
tient was  unable  to  flex  or  extend  the  wrist  or 
move  her  fingers  without  severe  pain.  The  left 
hand  was  warmer  than  the  right  with  in- 
creased radial  arterial  pulsation  pressure.  Fu- 
siform swelling  of  the  fingers  of  the  left  hand 
was  evident.  Dysesthesia  was  notably  absent 
(Figure  1). 

Trials  of  stellate  ganglion  blockade  and  in- 
travenous guanethidine  were  unsuccessful.  In 
this  case,  only  aggressive  and  persistent  phys- 
ical therapies  brought  significant  functional 
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Figure  1.  Patient  with  acute  RSD  of  left  hand.  Note 
edema,  erythema  and  fusiform  swelling  of  fingers. 


improvement  with  decreasing  pain  over  the 
ensuing  months. 

Case  Study  3 

A 45-year-old  Caucasian  male  complained 
of  post-operative  diffuse  burning  pain  in  the 
plantar  and  dorsal  aspects  of  his  left  foot  and 
lower  leg.  Similar  less  severe  complaints  ex- 
isted in  the  right  lower  extremity.  He  was  5 
weeks  status  post  anterior  interbody  and  pos- 
terolateral fusions  with  internal  stabilization  of 
the  lumbosacral  spine.  Physical  examination 
revealed  a moderately  obese  patient  in  mild 
acute  distress.  Vital  signs  were  stable,  and  the 
patient  was  afebrile.  His  gait  was  antalgic  in 
the  left  lower  extremity.  Hyperesthesia  and 
dysesthesia  were  evident  on  the  plantar  and 
dorsal  surfaces  of  the  left  foot  and  less  prom- 
inently in  the  right  foot.  The  temperature  of 
the  left  foot  was  27.6  degrees  and  the  right 
was  29  degrees  centigrade.  The  left  foot  was 
diffusely  swollen  and  erythematous  (Figure  2). 

The  diagnosis  was  RSD  of  the  left  and 
possibly  the  right  foot.  Three  lumbar  para- 
vertebral sympathetic  blocks  were  performed 
sequentially  with  excellent  persistent  pain  re- 
lief and  decreased  swelling.  The  patient's  abil- 
ity to  bear  weight,  activity  level  and  quality  of 
life  were  restored.  The  patient  continues  with 
oral  nifedipine  10  mg  p.o.  t.i.d. 


Discussion 

Case  1 illustrates  sympathetically  main- 
tained pain.  The  success  of  stellate  ganglion 
sympathetic  blocks  in  pain  relief  lends  greater 
confidence  in  the  diagnosis  of  RSD  or  SMP. 
By  virtue  of  its  high  affinity  for  noradrenergic 
nerve  endings  and  displacement  of  noradren- 
aline from  granular  storage  sites,  intravenous 
guanethidine  causes  functional  depletion  and 
decreased  release  of  noradrenaline,  a major 
chemical  mediator  of  RSD  and  SMP.  Intermit- 
tent intravenous  chemical  sympatholysis  may 
provide  longer-term  pain  relief,  allowing  suc- 
cessful rehabilitation.  Whether  the  patient 
would  permanently  benefit  from  the  surgical 
procedure  was  a calculated  risk.  Only  tem- 
porary, if  any,  benefits  may  occur  following 
surgical  sympathectomy,  despite  good  results 
achieved  with  previous  local  anesthetic  in- 
duced sympathectomy.9  Possible  reasons  for 
this  are  re-growth  of  sympathetic  fibers,  resid- 
ual uninterrupted  sympathetic  transmission  via 
spinal  nerves,  or  diffusion,  absorbtion  and  dis- 
tribution of  local  anesthetic  is  more  effective 
than  surgical  interruption.10 

The  patient  in  Case  2 illustrates  a classic 
presentation  of  RSD  that  is  a failure  to  sym- 

(Continued  next  page) 
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Figure  2.  Patient  with  acute  post-operative  RSD  in  left 
foot.  Symptoms  of  RSD  were  present  in  right  foot  also  but 
no  signs  were  present. 
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pathetic  blockade.  This  failure  does  not  refute 
the  presence  of  RSD.  The  usual  expectation  is 
that  early,  sympathetic  blockade  will  provide 
excellent  analgesia  and  permit  normal  resto- 
ration of  structure  and  function.  Sympathetic 
blockade  is  thought  to  interrupt  pathologic  af- 
ferent and  efferent  volleys  of  neural  messages 
between  peripheral  nerves  and  the  central 
nervous  system.  It  also  counteracts  height- 


' Reflex  sympathetic  dystrophy 
(RSD)  is  one  common  underpub- 
licized syndrome  in  which  clini- 
cal presentations  may  vary  con- 
siderably,, and  for  which  newer 
theories  of  pathophysiology  are 
proposed.' 


ened  sensivity  of  peripheral  neural  receptor 
organs  or  of  traumatized  nerve  endings  to 
chemical,  physical,  emotional  or  environmen- 
tal stimuli.  This  case  highlights  the  importance 
of  multi-modality  therapy,  in  which  only 
physical  therapies  were  of  primary  benefit. 

Post-operative,  post-traumatic  onset  of 
RSD  is  illustrated  in  Case  3.  Sympathetic  nerve 
blocks  performed  early  in  the  course  of  RSD 
provided  prompt  overwhelming  reversal  of  se- 
vere pain  and  dysfunction.  In  this  patient,  RSD 
was  evident  in  the  left  lower  extremity  and 
equivocally  so  in  the  right.  Hyperthermia  of 
the  left  foot  was  notably  absent  in  this  other- 
wise classic  acute  case  of  RSD.  Up  to  25%  of 
patients  with  RSD  develop  asymptomatic  bony 
and  soft  tissue  changes  in  the  contralateral  ex- 
tremity.11 Alpha-adrenergic  blockers  such  as 
prazocin,  calcium-channel  blockers  including 
nifedipine,  and  steroids  among  a host  of  other 
medications  and  procedures  have  met  with 
variable  anecdotal  success  in  retrospective 
studies  primarily.  In  the  pediatric  population, 
non-invasive  therapies  including  application 
of  transcutaneous  nerve  stimulation  over  vas- 
cular channels  have  been  shown  to  provide 
favorable  results  and  should  be  considered.12 
Psychological  evaluation  and  techniques  in- 
cluding thermal  biofeedback  and  distraction 
therapies  have  also  proven  effective  in  some 
patients.13 


Even  if  the  diagnosis  of  RSD  is  question- 
able, objective  baseline  studies  and  laboratory 
tests  are  required.  The  3-phase  bone  scan,  bone 
density  determination,  newer  techniques  of 
measurement  of  peripheral  blood  flow,  sen- 
sory and  motor  testing  (i.e.,  electromyogra- 
phy, nerve  conduction  velocities),  sudomotor 
status  (quantitative  sudomotor  axonal  reflex 
test-Q-SART),  temperature  measurement, 
thermography  and  objective  measures  of  mus- 
cle strength  and  joint  mobility  are  among  test- 
ing options.  Clinical  evaluation  coupled  with 
such  testing  may  help  corroborate  or  differ- 
entiate RSD  from  other  diseases  or  pain  syn- 
dromes. 

Summary 

RSD  is  a complex  syndrome  in  which  large- 
scale  prospective  research  is  needed  to  provide 
additional  answers  regarding  variations  in 
presentation  and  therapeutic  outcomes.  Only 
with  the  early  administration  of  sympathetic 
blocks  in  addition  to  adjunctive  therapies  will 
pain  relief  and  return  to  normal  function  be 
most  assured. 
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Physician's  Recognition 
Award 

During  February,  all  Iowa  physicians 
who  do  not  have  valid  certificates  for  the 
AMA  Physician's  Recognition  Award 
were  mailed  an  application  form.  The  form 
was  sent  as  a service  to  physicians  who 
are  interested  in  receiving  recognition  of 
their  continuing  medical  education  activ- 
ities. 

The  Physician's  Recognition  Award 
was  established  to  encourage  participa- 
tion in  CME  programs  and  to  recognize 
physicians  who  complete  acceptable  CME 
programs.  About  24,000  physicians  apply 
for  the  award  each  year. 

Certificates  suitable  for  framing  are 
provided  for  1,  2 or  3 years  of  CME  effort. 
For  more  information,  call  Arthur  Os- 
teen, Ph.D.,  AMA,  (312)  464-4677. 


112  / Iowa  Medicine 


Laparoscopic  Cholecystectomy 


JAMES  CATERINE,  M.D.,  F.A.C.S. 
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Laparoscopic  cholecystectomy  will 
eventually  replace  conventional  open 
cholecystectomy  for  patients  with 
chronic  cholecystitis,  say  these  authors. 


There  were  42  females  and  8 males  in  our 
study  ranging  from  age  20  to  over  80.  There 
were  4 complications  during  the  course  of  the 
procedure  which  subsequently  required  con- 
version to  open  laparotomy.  There  were  no 
serious  postoperative  complications. 

Prior  to  the  procedure,  patients  are  given 
general  endotracheal  anesthesia  while  in  the 
supine  position.  The  stomach  and  urinary 
bladder  are  intubated  and  the  patient  is  placed 
in  a head  down  position.  A needle  is  placed 
into  the  umbilicus  and  the  abdomen  distended 
with  C02.  A sleeve  with  a trocar  is  then  in- 
serted into  the  umbilical  site.  An  endoscopic 
camera  replaces  the  trocar  and  complete  in- 
spection of  the  abdominal  cavity  is  done. 

Under  direct  vision  using  the  TV  moni- 
tors, 5 cm  sleeves  with  trocars  are  inserted, 
one  above  the  right  iliac  crest  and  another  in 
the  mid  clavicular  line  just  below  the  costal 

The  authors  are  surgeons  practicing  in  Des  Moines. 


margin.  Long  alligator  jaw  forceps  are  inserted 
through  both  of  these  sleeves  for  purposes  of 
exposing  and  retracting  the  gallbladder.  The 
fourth  sleeve  with  a trocar  inserted  is  passed 
into  the  abdominal  cavity  just  to  the  right  of 
the  midline  and  dissection  of  the  cystic  artery 
and  duct  is  accomplished  through  this  sleeve. 
These  structures  are  doubly  clipped  using  an 
automatic  clip  applier  and  then  divided  with 
a micro-scissors. 

A Yag  laser  fiber  tip  or  electrocautery  is 
then  used  to  remove  the  gallbladder  from  its 
liver  bed.  Under  direct  visualization  the  gall- 
bladder is  delivered  through  the  umbilical  in- 
cision completing  the  cholecystectomy.  Once 
hemostasis  is  assured  and  the  abdominal  cav- 
ity irrigated  with  antibiotic  saline  solution,  all 
sleeves  are  removed  and  the  C02  allowed  to 
escape.  The  small  incisions  are  then  closed  with 
subcutaneous  Vicryl  suture. 

Results 

The  procedure  was  carried  out  success- 
fully regardless  of  the  number  and  size  of  gall- 
stones. 

The  presence  of  acute  cholecystitis,  com- 
mon duct  stones,  uncontrollable  hemorrhage 
from  the  cystic  artery,  and  an  impacted  cystic 
stone  in  the  cystic  duct  that  prevented  safe 
ligation  required  conversion  of  4 cases  to  open 
surgery.  All  of  these  patients  required  longer 
hospitalization  and  recovery.  The  remaining 
46  patients  were  discharged  from  the  hospital 
24  to  48  hours  after  surgery. 

On  review  of  the  analgesic  needs  for  these 
patients  postoperatively,  it  was  noted  that  19 
patients  required  2-5  injected  doses  while  20 
patients  requested  between  2-5  oral  pain  med- 
ication. The  4 patients  converted  to  conven- 
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tional  open  surgery  required  more  than  10 
doses  of  pain  medication.  This  difference  in 
data  illustrates  the  reduced  need  of  analgesic 
medication  by  the  laparoscopic  cholecystec- 
tomized  patients. 

Twelve  patients  complained  of  postoper- 
ative nausea  but  all  patients  were  taking  a reg- 
ular diet  the  morning  after  surgery.  Some  pa- 
tients complained  of  a bloating  sensation  which 
was  of  mild  intensity  and  short  duration.  An 
occasional  complaint  of  mild  shoulder  pain  was 
reported. 

There  have  been  no  reported  wound  in- 
fections or  intra-abdominal  abscess  in  any  pa- 
tients. There  were  some  instances  of  mild 
postoperative  temperature  elevation  which  was 
thought  to  be  secondary  to  atelectasis.  No  se- 
rious pulmonary  or  urinary  tract  complications 
occurred  in  any  patient.  No  patient  required 
re-exploration  for  any  reason  and  to  date  there 
has  been  no  reported  instance  of  retained  bil- 
iary tract  stones. 


The  operating  time  required  for  laparo- 
scopic cholecystectomy  averaged  between  60 
and  100  minutes.  This  is  slightly  longer  when 
compared  to  our  group's  average  time  of  be- 
tween 30  and  60  minutes  required  to  perform 
conventional  open  cholecystectomy.  There  was 
little  difference  when  we  divided  the  50  cases 
into  3 groups  according  to  when  they  were 
done  in  the  series  to  see  if  operating  room  time 
was  a factor  of  the  learning  curve.  With  more 
experience  we  believe  the  operating  time  for 
the  average  elected  case  of  chronic  cholecys- 
titis with  stones  will  be  comparable  regardless 
of  the  method  used. 

Summary 

The  results  of  our  study  indicate  the  lap- 
aroscopic cholecystectomy  patient  has  less 
morbidity,  less  postop  pain,  less  scarring,  a 
shorter  hospital  stay  and  a quicker  return  to 
normal  activity  compared  to  patients  who  have 
conventional  open  cholecystectomy. 
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The  authors  report  results  of  a multi- 
center study  of  65  patients  treated  with 
ciprofloxacin.  Twenty  infections  were 
microbiologically  proven;  eradication 
of  the  pathogen  was  achieved  in  80%. 


Ciprofloxacin  (cipro®),  approved  in  1987,  is 
an  antimicrobial  which  demonstrates 
high  activity  in  vitro  against  gram-negative  and 
gram-positive  aerobic  pathogens.1- 2 It  has  ex- 
cellent in  vitro  activity  against  Enterobacteri- 
aceae  species,  Pseudomonas  aeruginosa,  Haemo- 
philus and  Neisseria  species.3  Orally  admin- 

Dr.  Kresnicka  is  assistant  chief  of  the  family  practice  section  at  Mercy 
Hospital  in  Cedar  Rapids.  Drs.  Lowry,  Holzworth,  Moussalli,  Whalen 
and  White  are  family  practice  physicians. 


istered,  ciprofloxacin  exhibits  therapeutically 
achievable  Minimal  Inhibitory  Concentrations 
(MICs)  against  methicillin-resistant  Staphylo- 
coccus aureus  and  is  the  most  potent  oral  an- 
timicrobial available  for  use  against  this  path- 
ogen.4 Therefore,  ciprofloxacin  is  regarded  as 
an  excellent  oral  alternative  to  injectable  an- 
timicrobials. 

Most  of  the  literature  reports  double-blind, 
controlled  trials  intended  for  submission  to  the 
FDA  for  marketing  approval.  However,  these 
studies  contain  extremely  restrictive  inclusion 
and  exclusion  criteria  and  may  or  may  not  be 
related  to  how  the  product  performs  in  the 
day-to-day  practice  of  medicine.  This  report 
contains  data  from  an  open  clinical  multicenter 
study  performed  in  Iowa. 

Patients  and  Methods 

Each  physician  investigator  categorized  all 
patients'  infections  as  either  lower  respiratory 
tract,  soft  tissue,  skin  and  skin  structure  or 
other.  Six  investigators  entered  65  patients  into 
the  study.  All  patients  received  ciprofloxacin 
alone  as  antimicrobial  therapy. 

Patients  in  the  study  were  male  and  fe- 
male inpatients  or  outpatients  over  18  years  of 
age  who  exhibited  clinical  evidence  of  lower 
respiratory  tract  infection,  skin  and  skin  struc- 
ture infection  or  soft  tissue  infection.  Excluded 
were  females  who  were  pregnant,  nursing  or 
not  practicing  contraception;  patients  with  al- 
lergy to  quinolone  antimicrobials;  patients  with 
severely  impaired  renal,  hepatic  or  immuno- 
logic function;  and  patients  requiring  other 
concomitant  antimicrobial  therapy. 

Bacteriology 

Specimens  were  collected,  when  avail- 
able, from  sites  of  suspected  infection  prior  to 
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administration  of  ciprofloxacin  and  at  the  end 
of  ciprofloxacin  therapy  if  culturable  material 
was  available.  Sensitivity  analysis  was  per- 
formed. 

Results 

The  statistics  generated  were  descriptive 
in  nature.  All  patients  were  included  in  the 
analysis  of  clinical  efficacy;  only  those  patients 
who  had  a positive  culture  with  an  identified 
organism  were  included  in  the  evaluation  of 
bacteriologic  efficacy. 

A total  of  65  patients  (34  men,  30  women, 
1 not  reported)  whose  mean  age  was  47. 1 years 
received  1000  to  1500  mg  of  ciprofloxacin  per 
day  (mean  dosage  1007  mg  per  day)  for  up  to 
16  days  (mean  duration,  9.7  days). 

For  the  total  patient  population  the  ma- 
jority of  infections  were  classified  as  skin  and 
skin  structure  (48%),  followed  by  soft  tissue 
(30.7%),  lower  respiratory  tract  (13.5%),  uri- 
nary tract  (3.9%)  and  other  (3.9%).  Of  note, 
the  majority  of  patients  treated,  98.4%,  were 
outpatients;  hospitalized  patients  accounted 
for  only  1.6%  treated. 

Physicians  were  asked  to  rate  the  final 
clinical  outcome  of  the  infection  by  indicating 
cure,  improvement  or  failure.  Final  clinical 
outcome  of  therapy  with  ciprofloxacin  for  each 
diagnostic  category  is  summarized  in  Table  1. 
Clinical  cure  was  achieved  in  84.6%,  improve- 
ment in  11.5%  of  cases.  Only  2 patients  (3.9%) 
had  outcomes  considered  clinical  failures  by 
the  treating  physician. 

Positive  cultures  were  obtained  in  26  pa- 
tients initially.  Of  these,  in  20  cases  the  bac- 
teria cultured  and  the  outcome  of  therapy  was 
specified.  Negative  cultures  and  cultures  in- 
dicating normal  flora  were  not  evaluable.  Of 
the  evaluable  patients,  bacteriologic  cure 
equaled  80%,  while  improvement  comprised 
20%.  No  bacteriologic  failures  were  reported. 
Interestingly,  bacteriologic  outcome  was  equal 
to  or  better  than  clinical  outcome. 

For  the  microbiologically  proven  infec- 
tions, the  majority  of  infections  were  classified 
as  skin  and  skin  structure  (40%),  followed  by 
lower  respiratory  tract  (20%),  soft  tissue  (20%), 
urinary  tract  (15%)  and  other  (5%).  Though 
urinary  tract  infection  was  not  a category  on 
the  CEF,  it  was  statistically  separated  for  dis- 
cussion and  analysis.  The  7 reported  patho- 
gens and  their  bacteriologic  outcome  are  sum- 
marized in  Table  2. 


TABLE  1 

FINAL  CLINICAL  OUTCOME  CLASSIFIED 
BY  LOCATION  OF  INFECTION* 


Cure 

% of  total  (No.  of  pts.) 
Improv  Failure 

Cure  & 
Improv 

Lower  respiratory 
tract 

71.4%  (5) 

28.6%  (2) 

0%  (0) 

1 00% 

Soft  tissue 

75%  (12) 

18.7%  (3) 

6.2%  (1) 

93.7% 

Skin/skin  structure 

92%  (23) 

4%  (1) 

4%  (1) 

96% 

Urinary  tract 

100%  (2) 

0%  (0) 

0%  (0) 

1 00% 

Other 

1 00%  (2) 

0%  (0) 

0%  (0) 

1 00% 

Total 

84.6% 

11.5% 

3.9% 

96.1% 

‘Data  unavailable  for  13  patients. 


TABLE  2 

SEVEN  PATHOGENS  IDENTIFIED  IN  20 
EVALUABLE  CULTURES  AND  BACTERIOLOGIC  OUTCOME 


Type  of  Organism 

Cure 

Outcome 

Imp 

Fail 

Staphylococcus  aureus 

8 

2 

0 

E.  coli 

3 

0 

0 

Staphylococcus  species 

0 

2 

0 

Haemophilus  influenzae 

2. 

0 

0 

Streptococcus  pneumoniae 

1 

0 

0 

Klebsiella  ozaenae 

1 

0 

0 

Pseudomonas  species 

0 

1 

0 

Adverse  Effects 

All  65  patients  treated  with  ciprofloxacin 
were  included  in  the  evaluation  of  tolerance 
and  adverse  effects  related  to  therapy.  Two 
adverse  effects  were  observed;  one  case  each 
of  a yeast  infection  and  diarrhea.  Only  the  yeast 
infection  was  considered  definitely  drug  re- 
lated. Ciprofloxacin  therapy  was  maintained 
for  both  patients.  No  headaches  or  rashes  were 
reported. 

Discussion 

Ciprofloxacin  is  a member  of  a relatively 
new  class  of  antimicrobials,  the  fluoroquino- 
lones, which  has  emerged  as  a powerful  new 
resource  to  treat  a broad  spectrum  of  infec- 
tions. Analysis  of  this  multicenter  study  in- 
dicates there  is  a good  correspondence  be- 
tween the  in  vitro  activity  of  ciprofloxacin  and 
the  clinical  efficacy  of  treatment  with  cipro- 

(Continued  next  page) 
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floxacin.  Clinical  cure  was  observed  in  84.6% 
of  all  infections.  Cure  plus  improvement 
equaled  96.1%  of  all  cases.  In  addition,  bac- 
teriologic  efficacy  (cure  plus  improvement) 
equaled  100%. 

The  safety  of  ciprofloxacin  was  assessed 
for  all  patients.  Overall,  therapy  with  cipro- 
floxacin was  extremely  well  tolerated.  Adverse 
experiences  were  infrequent  and  generally 
mild.  Treatment  with  ciprofloxacin  was  not 
discontinued  for  any  patient  because  of  ad- 
verse experiences. 

Furthermore,  physicians  reported  12  clas- 
sifications of  medications  administered  con- 
comitantly with  ciprofloxacin.  Diuretics,  car- 
diotonics, potassium  compounds  and 
antihypertensives  headed  the  list.  Adverse  re- 
actions were  minimal.  No  patients  were  re- 
ported to  have  had  an  allergic  reaction  to  cip- 
rofloxacin, nor  were  any  incidents  of  adverse 
drug  interactions  reported. 

Conclusion 

The  isolation  of  etiologic  bacteria  is  diffi- 
cult, especially  in  infections  of  the  lower  res- 
piratory tract  and  closed  wound  infections. 
Clinical  results  reported  here  include  cases  with 
and  without  obtained  culture  and  sensitivity 
results.  This  study  confirms  ciprofloxacin  was 
as  effective  in  a day-to-day  clinical  setting  as 
in  smaller,  more  restrictive  trials  used  for  FDA 
approval  of  the  product. 

The  present  clinical  experience  has  shown 
a dosage  of  1000  to  1500  mg  of  ciprofloxacin 
therapy  per  day  was  effective  in  a broad 
spectrum  of  infections  including  £.  coli,  Staphy- 
lococcus aureus,  Haemophilus  influenzae,  and 
Streptococcus  species  including  Streptococcus 
pneumoniae. 

Furthermore,  the  safety  of  ciprofloxacin 
was  excellent.  Adverse  reactions  were  gener- 
ally mild,  gastrointestinal  in  nature  and  infre- 
quent. It  appears  ciprofloxacin  offers  ease  of 
administration  as  well  as  high  efficacy  and 
safety  in  treatment  of  a wide  variety  of  infec- 
tions that  might  well  have  previously  required 
parenteral  therapy  and/or  hospitalization. 
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The  Editor  Comments 


Marion  E.  Alberts,  M.D. 


Keep  the  Doors  Open 


When  one  door  is  shut,  another  opens. 

— Cervantes  (1547-1616) 
Don  Quixote,  bk  i,  ch  21 

IN  LIFE  THERE  ARE  NUMEROUS  DOORS  that 
may  be  open  to  us.  In  a more  limited 
way  there  are  doors  open  to  us  as  we  prac- 
tice medicine.  We  must  recognize  the  open 
doors  and  strive  to  keep  them  open. 

One  open  door  is  the  opportunity  to 
serve  our  patients.  The  ill  and  injured,  bod- 
ily or  in  spirit,  come  to  us  for  care  and  un- 
derstanding. The  availability  to  render  serv- 
ice is  a responsibility  we  accept  along  with 
the  title  "physician."  Years  of  study  and 
personal  commitment  have  prepared  us  to 
accept  the  responsibilities  expected  of  us. 

Let  not  avarice  overshadow  all  that  we  set 
out  to  do.  Keep  the  door  open  to  our  pa- 
tients in  their  time  of  need.  The  rewards 
reaped  by  compassionate  caring  for  the 
needs  of  our  patients  exceed  material  gains. 

Another  door  which  we  as  a profession 
must  keep  open  is  the  door  of  opportunity 
to  improve  our  skills.  The  advances  in  medi- 
cine are  so  striking  and  enormous  it  be- 
hooves each  of  us  to  strive  constantly  to 
keep  up  with  all  that  is  exciting  and  new. 

We  must  learn  of  new  techniques,  drugs 
and  principles  of  health  care  on  a continuing 
basis.  To  become  so  engrossed  in  personal 
pleasures  at  the  expense  of  on-going  study 
of  medicine  is  not  only  folly  but  closes  a 
door  to  great  opportunities.  True,  it  is  of- 
times  difficult  to  leave  the  practice  for  a 
week  of  review  courses  or  post-graduate 
seminars,  but  the  results  will  be  refreshing 
and  rewarding. 

One  door  that  we  busy  physicians  often 
leave  partially  closed  is  the  door  to  family 


life.  I,  for  one,  regret  the  time  lost  forever 
which  I should  have  spent  with  our  chil- 
dren. Keeping  the  doors  afore-mentioned 
open  often  precludes  the  proper  concern  for 
the  door  to  our  family  life.  There  must  be  a 
balance  between  our  professional  and  per- 
sonal life.  In  some  instances,  as  with  the 
solo  practitioner,  the  professional  life  be- 
comes most  demanding.  We  must  realize 
that  we  cannot  have  all  of  one  and  not  the 
other  to  live  a complete  life.  The  children 
grow  up  so  rapidly.  Do  not  miss  the  joys  of 
observing  and  being  a part  of  the  growth  of 
your  children  and  grandchildren. 

One  more  door  to  consider  is  the  one 
into  your  personal  life.  During  my  busiest 
years  of  practice,  my  bookkeeper/secretary 
often  admonished  me  to  "slow  down  and 
smell  the  roses."  There  is  more  meaning  to 
that  than  just  smelling  roses.  Our  lives  must 
be  enriched  by  values  other  than  the  love  of 
practicing  medicine.  We  all  know  of  col- 
leagues who  live,  breathe  and  sleep  medi- 
cine. Such  empty  lives  they  lead  when  there 
are  no  escapes  from  their  profession.  Engage 
in  sports,  gardening,  visiting  friends  (and 
not  talking  "shop"),  weekend  trips,  reading 
non-professional  literature  or  hiking  through 
the  woods  to  enrich  your  life.  So  also  does 
civic  involvement,  volunteer  work,  activity 
with  service  or  fraternal  organizations  and 
one's  church.  A full  life  is  a rich  one  and  the 
rewards  are  so  great. 

Keep  all  the  doors  open.  In  fact,  open  a 
few  new  ones.  If  one  opportunity  flees  seek 
another  and  you  will  be  the  better  for  it.  Be 
a good  physician,  a good  spouse  and  parent, 
a good  citizen;  the  rewards  are  great  and 
you  will  be  able  to  enjoy  life  to  the  fullest. 

— M.E.A. 
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Richard  M.  Caplan,  M.D. 

Learning-in-breadth  Pays 


/ / Tf  there  is  a physician  aboard,  would 
A he  please  identify  himself  to  the  flight 
service  manager?" 

Oh-oh.  It  had  finally  happened  to  me. 
Should  I self-identify,  "get  involved,"  per- 
haps mess  up  a vacation-in-prospect?  Pause 
. . , Look  around  . . . No  action  ...  I 
couldn't  think  of  a dermatologic  problem 
great  enough  to  provoke  such  an  announce- 
ment. Basic  CPR  didn't  seem  too  great  a 
threat,  since  I'd  been  re-certified  only  3 
months  before.  (But  do  I remember  how  to 
deliver  a baby?  Fortunately,  the  voice  of  the 
stewardess  had  not  betrayed  a feeling  of  cri- 
sis.) Finally  — probably  only  a few  seconds 
— the  decision  was  made. 

"You  need  a physician?" 

"Yes,  there's  an  elderly  lady  toward  the 
back  who  had  some  distress  in  breathing. 

She  said  she  has  "sarcoid"  or  something- 
like-that  of  her  lungs.  We  gave  her  an  oxy- 
gen bottle  to  breathe  and  she  seemed  OK 
right  away.  But  we've  just  crossed  the  Cali- 
fornia coast,  and  Flawaii  is  a long  way  off. 
The  pilot  says  that  if  you  think  we  should 
land,  to  deal  with  a medical  emergency, 
now  would  be  the  time  since  the  point  of  no 
return  is  almost  2 hours  away." 

Great.  A 747  full  of  passengers  eager  to 
reach  Hawaii,  including  me,  and  all  of  a 
sudden  my  evaluation  of  this  lady  would  de- 
termine what  at  that  moment  seemed  pretty 
important  to  lots  of  people.  Well,  I'd  already 
stuck  my  neck  into  that  noose. 

I don't  have  space  here  to  keep  you  in 
appropriate  suspense.  Sorry  about  that. 
Enough  to  say  that  I tried  quickly  (almost  re- 
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flexly  I was  pleased  to  realize  in  retrospect) 
to  gather  historical  and  physical  exam  infor- 
mation — her  appearance,  respiratory  rate 
and  excursion,  pulse  rate  and  rhythm,  her 
ease  at  conversation  in  describing  her  health 
problems  and  medications,  the  absence  of 
pain,  and  her  complete  comfort  as  soon  as 
she  started  breathing  supplemental  oxygen. 

I asked  the  stewardess  what  our  cabin 
altitude  was.  "I  don't  know,  maybe  19,000 
feet."  I said,  "No  way,  ask  the  pilot." 

My  decision  that  the  lady  was  stable 
and  would  probably  be  OK  for  the  remain- 
der of  the  flight  proved  correct.  But  as  I set- 
tled into  my  seat  and  book  again,  I won- 
dered where  it  was  I learned  what  I used  in 
helping  me  deal  with  that  "consultation."  I 
was  certainly  outside  my  usual  clinical  do- 
main. My  having  asked  about  "cabin  alti- 
tude" answered  my  query:  flight  surgeon 
training  and  2 years  as  a flight-surgeon  (in- 
cluding flying  in  jet  fighter  planes,  even 
though  many  years  ago)  came  back  when 
needed.  And  during  the  years  since,  I'd  en- 
countered patients  with  sarcoidosis  and 
other  pulmonary  problems  and  read  many 
articles  in  general  medicine.  I was  beginning 
to  feel  pleased.  Maybe  those  90  babies  I'd 
delivered  during  internship  35  years  ago 
would  even  help  me  do  what  was  necessary 
if  I were  faced  with  that  crisis.  I didn't  want 
to  feel  too  smug.  Yet,  once  again  I felt  reas- 
sured that  my  long-standing  tilt  in  favor  of 
educational  breadth  and  experience  was  ap- 
propriate. I know  it's  contrary  to  the  pres- 
sure for  narrowness  that  now  seems  so  om- 
nipresent and  omnipotent.  But  if  I'm  right, 
then  it's  all  the  more  reason  for  me  to  buck 
that  trend.  Specialization  will  necessarily  re- 
duce breadth,  but  it  need  not  eliminate  it. 
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Biomedical  Ethics 


A Required  Ethics  Course 


For  the  first  time  last  fall,  second-year 
students  in  the  College  of  Medicine  were 
required  to  take  a course  in  biomedical  ethics. 
When  the  course  was  proposed  by  the  medical 
education  committee  and  accepted  by  the 
medical  faculty  2 years  ago,  the  first  semester 
of  the  second  academic  year  seemed  the  best 
place  to  locate  the  course  in  the  curriculum. 

The  College  of  Medicine  joined  the  stead- 
ily increasing  number  of  medical  schools  that 
have  required  courses  on  ethics.  Approxi- 
mately half  of  the  medical  schools  in  the  U.S. 
now  have  required  courses,  and  virtually  all 
of  the  other  schools  offer  elective  courses  on 
ethics. 

The  required  course  has  several  objec- 
tives: 1)  students  will  be  able  to  discuss  the 
moral,  professional  and  legal  obligations  of 
physicians;  2)  students  will  be  able  to  recog- 
nize the  moral  aspects  of  daily  medical  practice 
(such  as  confidentiality,  truth  telling  and  in- 
formed consent);  3)  they  will  be  able  to  analyze 
the  ethical  issues  raised  by  cases,  identify  al- 
ternative courses  of  action  and  choose  the  best 
course  of  action;  4)  they  will  be  able  to  un- 
derstand how  multiple  perspectives  (such  as 
economics,  law,  politics  and  religion)  impact 
on  the  practice  of  medicine;  and  5)  they  will 
be  able  to  interpret  some  of  the  complex  ethical 
issues  in  medicine  currently  confronting  phy- 
sicians, other  health  care  professionals,  pa- 
tients, courts  and  society. 

The  course  has  2 required  textbooks:  A 
Casebook  of  Medical  Ethics,  edited  by  Terrence 
Ackerman  and  Carson  Strong  (philosophers  in 
the  ethics  program  at  the  University  of  Ten- 
nessee Health  Sciences  Center);  and  Ethical  Is- 
sues in  Modern  Medicine,  the  third  edition  ed- 
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ited  by  John  Arras  and  Nancy  Rhoden  (he  is 
in  the  ethics  program  at  Albert  Einstein  Col- 
lege of  Medicine,  she  was  a law  professor  at 
North  Carolina  before  her  death  last  year). 

The  course  has  2 contact  hours  a week  for 
15  weeks.  The  first  hour  each  week  is  a didactic 
session,  with  most  of  the  lectures  given  by  me 
(some  of  the  topics:  confidentiality,  abortion, 
disabled  newborns,  informed  consent,  allo- 
cating scarce  medical  resources).  Two  lectures 
are  given  by  members  of  the  medical  faculty 
(topics:  ethics  in  clinical  practice,  ethics  in 
medical  research). 

The  second  hour  each  week  is  in  a dis- 
cussion group  with  2 faculty  preceptors  and 
approximately  12  students.  Most  of  the  faculty 
preceptors  are  physicians  (17  faculty  from  10 
clinical  departments),  along  with  2 nurses,  2 
social  workers,  a medical  historian  and  2 mem- 
bers of  the  UIHC's  pastoral  services  program. 
The  discussion  sessions  usually  focus  on  a case 
selected  for  the  week,  either  from  the  Casebook 
or  a preceptor's  clinical  practice. 

The  students  are  required  to  attend  the 
discussion  sessions,  write  an  ethical  analysis 
of  2 cases  and  take  2 essay  exams.  A major 
portion  of  each  exam  focuses  on  one  or  more 
clinical  cases,  so  that  students  have  to  apply 
the  knowledge  they  have  gained  to  the  types 
of  cases  they  will  have  in  coming  years. 

How  did  the  course  go?  The  students  were 
understandably  bothered  by  having  to  take  an- 
other course,  but  they  adjusted  as  the  semes- 
ter progressed  and  seemed,  on  the  whole,  to 
think  that  the  course  was  worthwhile.  The  fac- 
ulty preceptors  were  more  definite  (they  did 
not  have  to  take  the  exams!)  in  their  view  that 
the  course  was  a much  needed  addition  to  the 
curriculum.  I look  forward  to  teaching  it  again 
and  already  have  plans  for  making  it  a better 
course  next  fall. 
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PUT  YOUR 
MEDICAL 
CAREER  IN 
FLIGHT. 

Discover  the  thrill  of  fly- 
ing, the  end  of  office 
overhead  and  the  enjoy- 
ment of  a general  prac- 
tice as  an  Air  Force  flight 
surgeon.  Talk  to  an  Air 
Force  medical  program 
manager  about  the 
tremendous  benefits  of 
being  an  Air  Force  medi- 
cal officer: 

• Quality  lifestyle,  quali- 
ty practice 

• 30  days  vacation  with 
pay  per  year 

• Support  of  skilled 
professionals 

• Non-contributing 
retirement  plan  if 
qualified 

Discover  how  to  take 
flight  as  an  Air  Force 
flight  surgeon.  Talk  to 
the  Air  Force  medical 
team  today.  Call 


USAF 

HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


New  Products  and  Programs 


EXPANDED  ACCESS  FOR  AIDS  DRUG  — 

Hoffmann-La  Roche  has  announced  it  plans 
to  further  expand  the  availability  of  its  anti- 
HIV  drug  ddC  (dideoxycytidine)  to  patients 
with  AIDS  and  advanced  ARC  in  the  U.S. 
Preparations  are  beginning  immediately  to  im- 
plement a program  that  allows  physicians  to 
treat  patients  with  ddC  after  AZT  intolerance 
develops  or  treatment  fails.  Roche  recently  in- 
itiated a program  to  expand  the  access  of  ddC 
beyond  its  use  in  controlled  clinical  trials  for 
patients  with  AIDS  and  advanced  ARC.  The 
protocol  required  that  patients  be  intolerant  to 
or  have  failed  AZT  (zidovudine)  and  also  have 
intolerance  to  the  experimental  drug  ddl  (di- 
deoxyinosine).  At  the  time  the  first  ddC  ex- 
panded access  program  was  initiated,  Roche 
announced  it  would  widen  the  availability  of 
its  antiviral  drug  when  the  company's  medical 
professionals  were  satisfied  that  adequate 
safety  information  had  been  obtained  from  this 
study  and  other  trials  in  the  clinical  research 
program.  In  order  to  make  ddC  available  as 
soon  as  possible  to  the  expanded  population, 
Roche  will  revise  the  current  protocol  to  allow 
physicians  already  registered  in  the  program 
to  enroll  new  patients  who  have  failed  AZT 
treatment  or  developed  an  intolerance.  At  the 
same  time,  a new  streamlined  protocol  will  be 
prepared  to  allow  physicians  not  already  reg- 
istered to  gain  access  to  ddC  for  their  patients. 
As  with  all  studies  involving  investigational 
drugs,  eligible  patients  will  be  required  to  meet 
specific  entry  criteria.  Patients  and  physicians 
can  obtain  more  information  about  these  trials 
by  calling  the  AIDS  Clinical  Trials  Information 
Service  at  1 -800-TRIALS- A or  Roche  at  1-800- 
526-6367. 

IMPROVED  RAPID  STREP  TEST  — Abbott 
Laboratories  announced  that  it  has  begun  marketing 
a new,  improved  diagnostic  test,  called  TestPack 
Plus  Strep  A,  to  determine  strep  throat  infections. 
The  rapid  test  will  offer  results  comparable  to  throat 
cultures  in  just  6 minutes.  Abbott's  new  technology 
is  a self-performing,  chromatographic  immunoassay 


which  provides  excellent  accuracy  and  requires  about 
50%  less  "hands  on  time"  for  the  physician's  office 
staff  that  runs  the  test.  The  TestPack  line  for  phy- 
sician offices  and  other  alternative  sites  includes 
tests  for  chlamydia,  pregnancy,  rotavirus  and  res- 
piratory syncytial  virus.  A patented  plus  ( + ) or 
minus  (-)  test  result  system  is  used  with  all  of 
these  tests. 

NEW  CONTRACEPTIVE  IMPLANT  — FDA 

approved  the  first  implantable  contraceptive 
for  marketing  in  the  United  States.  The  ap- 
proval was  for  levonorgestrel  implants  (the 
Norplant  System),  a long-term  (up  to  5 years), 
highly  effective,  reversible  contraceptive.  The 
Norplant  System  consists  of  6 flexible,  closed, 
tubular  capsules,  each  containing  the  proges- 
tin levonorgestrel.  The  product  does  not  con- 
tain estrogen.  The  capsules  are  inserted  be- 
neath the  skin  of  the  upper  arm.  The  implants 
should  be  removed  after  5 years  and,  if  de- 
sired, new  ones  inserted  at  that  time.  For  fur- 
ther information  about  the  Norplant  System 
and  physician  training,  contact  Wyeth- Ayerst 
Laboratories,  Attention:  Medical  Affairs,  P.O. 
Box  8299,  Philadelphia,  Pennsylvania  19101- 
1254.  Wyeth-Ayerst  has  set  up  an  800  number 
for  questions  about  Norplant:  1-800/777-6180 
(8:30  to  4:30  EST). 


AN  ACT  OF  LOVE 

Denial  that  a respected  colleague  could  be  impaired  and/or 
the  conspiracy  of  silence  that  makes  us  unwilling  to  speak 
out  allows  the  illness  of  our  impaired  colleagues  to  progress, 
sometimes  to  a fatal  outcome. 

“Blowing  the  whistle”  on  a suffering  colleague  is,  indeed, 
an  act  of  love. 

Call  us  early. 

We  can  help  confidentially. 

ASSISTANCE  PROGRAM  FOR  TROUBLED 
PHYSICIANS 
515/223-1401 

Toll-free  in  Iowa:  1/800-747-3070 

Reprinted  by  permission  from  Kansas  Medicine 
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THE  MERCY-HARVARD 
EXECUTIVE  PROGRAM 
IN  HEALTH  POLICY 
AND  MANAGEMENT 


An  Advanced  Management 
Program  for  Physicians  and 
Health  Care  Executives 


Administrators  • Physicians  • Medical  directors 
Academics  • Legislators  • Current  and  future 
officers  in  health  care  organizations 

The  course  will  be  conducted  during 
six  one  day  sessions  on: 


For  more  information  call:  (515)  222-7255. 


A Joint  Educational  Opportunity 
between  Mercy  Health  Center  of  Central  Iowa  and 
Harvard  University  School  of  Public  Health 


for 


June  22,  1991 
August  24,  1991 
October  26,  1991 


January  18,  1992 
March  21,  1992 
May  16,  1992 


About  Iowa  Physicians 


Dr.  Heimo  Reckmann,  Algona,  has  retired  as 
staff  radiologist  of  Kossuth  County  Hospital. 
Dr.  Reckmann  received  the  M.D.  degree  at  the 
University  of  Munich,  West  Germany.  Prior  to 
locating  in  Iowa,  he  practiced  in  Kentucky. 
Five  Iowa  City  physicians  were  recently  named 
fellows  of  the  American  College  of  Surgeons: 
Drs.  James  F.  Donovan,  John  Frodel,  Jr.,  Ste- 
ven Gray,  John  Lemmer,  Jr.  and  Amanda 
Metcalf.  Dr.  Dean  Gesme,  Jr.  of  Oncology  As- 
sociates in  Cedar  Rapids  has  been  named  vice 
president  of  the  American  Cancer  Society,  Iowa 
Division,  for  the  1990-91  fiscal  year.  Dr.  Paul 
Pomrehn,  Jr.  has  been  appointed  associate 
dean  for  student  affairs  and  curriculum  at  the 
U.  of  I.  College  of  Medicine.  Dr.  Pomrehn  suc- 
ceeds Dr.  Charles  Helms,  associate  dean  since 
1988.  Dr.  Helms  has  returned  to  teaching  and 
research.  Dr.  Edward  Sandy  has  joined  the 
staff  of  Henry  County  Health  Center,  Mount 
Pleasant.  Dr.  Sandy  received  the  M.D.  degree 
from  Eastern  Virginia  Medical  School,  Nor- 
folk, Virginia  and  completed  a residency  in  the 
Department  of  Obstetrics  and  Gynecology  at 
Ohio  State  University  College  of  Medicine,  Co- 
lumbus, Ohio.  Prior  to  practicing  in  Mount 
Pleasant,  Dr.  Sandy  was  located  in  Cam- 
bridge, Ohio.  Two  physicians  have  retired  from 
practice  at  the  Gilfillan  Clinic  in  Bloomfield: 
Dr.  Henry  Perry  and  Dr.  James  Mincks.  Dr. 
Perry  practiced  at  the  Clinic  for  27  years  and 
Dr.  Mincks  for  32  years.  Dr.  Timothy  Nagel, 
formerly  of  the  Calmar  Community  Clinic,  has 
joined  Drs.  Jon  Adrendsen,  David  Crozier  and 
Michael  Whitters  at  the  Community  Family 
Practice  Clinic  in  Clarion.  Retired  Fairfield 
physician.  Dr.  Gene  Egli,  is  serving  as  a med- 
ical missionary  to  West  Africa.  Dr.  Michael 
Donohue  of  Iowa  Lakes  Orthopaedics,  P.C., 
Spirit  Lake,  recently  received  certification  from 
the  American  Board  of  Orthopaedic  Surgery. 
Dr.  Don  Green,  medical  director  of  Share 
Health  Plan  of  Iowa,  was  recently  certified  by 
the  American  Board  of  Quality  Assurance  and 
Utilization  Review  Physicians.  Dr.  Saheb  Sahu 
of  Newborn  & Pediatric  Specialists,  P.C.,  Des 


Moines,  was  recently  recertified  by  the  Amer- 
ican Board  of  Pediatrics  in  pediatrics  and  neo- 
natal/perinatal medicine. 


Deaths 


Dr.  Albert  J.  Gantz,  78,  longtime  Greenfield 
physician,  died  January  4 at  St.  Luke's  Hos- 
pital in  Davenport.  Dr.  Gantz  received  the 
M.D.  degree  from  Wayne  State  University 
School  of  Medicine,  Detroit,  Michigan.  He  was 
a life  member  of  the  Iowa  Medical  Society. 

Dr.  C.  Robert  Osborn,  83,  Dexter,  died  De- 
cember 30  at  Iowa  Methodist  Medical  Center 
in  Des  Moines.  Dr.  Osborn  received  the  M.D. 
degree  at  the  University  of  Nebraska  College 
of  Medicine,  Omaha,  Nebraska  and  practiced 
medicine  for  47  years  before  retiring  in  1980. 
He  was  a life  member  of  the  Iowa  Medical 
Society. 

Dr.  Edwin  Gilfillan,  81,  formerly  of  Bloom- 
field, died  December  26  at  his  home  in  Engle- 
wood, Florida.  Dr.  Gilfillan  received  the  M.D. 
degree  at  the  U.  of  I.  College  of  Medicine  and 
practiced  in  Michigan  before  joining  his  5 
brothers  in  the  Gilfillan  Clinic  in  Bloomfield. 
He  retired  in  1973  and  was  a life  member  of 
the  Iowa  Medical  Society. 

Dr.  Fred  Rolfs,  83,  Aplington,  died  December 
26.  Dr.  Rblfs  received  the  M.D.  degree  from 
the  U.  of  1.  College  of  Medicine  and  practiced 
medicine  }n  Aplington  for  44  years,  retiring  in 
1977.  Dr.  Rolfs  was  a life  member  of  the  Iowa 
Medical  Society. 

Dr.  Orman  Nelson,  74,  Jefferson,  died  Decem- 
ber 11.  Dr.  Nelson  received  the  D.O.  degree 
from  the  University  of  Osteopathic  Medicine 
and  Health  Sciences,  Des  Moines  and  prac- 
ticed medicine  in  Redfield.  In  1970  he  estab- 
lished a family  practice  in  Jefferson. 
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Classified  Advertising 


CLASSIFIED  ADVERTISING  RATE  — $3  per  line,  $30 
minimum  per  insertion.  NO  CHARGE  TO  MEMBERS 
OF  IOWA  MEDICAL  SOCIETY.  Copy  deadline  — 1st 
of  the  month  preceding  publication. 

CENTERVILLE,  IOWA  — Weekend  coverage  available  in  emergency 
department  at  this  33-bed  facility.  Competitive  hourly  rate  and  mal- 
practice insurance  provided.  Contact  Emergency  Consultants,  Inc.,  2240 
S.  Airport  Road,  Room  43,  Traverse  City,  Michigan  49684;  1-800/253- 
1795  or  in  Michigan  1-800/632-3496. 


FAMILY  PRACTICE,  HOSPITAL  SPONSORED  CLINIC  OPPORTU- 
NITY — Dynamic,  growth-oriented  hospital  in  beautiful  north  central 
Wisconsin  is  seeking  family  physicians  to  join  a growing  practice  in  a 
new  facility.  The  administrative  burdens  of  medical  practice  will  be 
minimized  in  this  hospital-managed  clinic.  The  hospital  has  committed 
to  an  income  and  benefit  package  which  is  significantly  higher  than 
similar  opportunities.  Package  includes  base  income,  incentive  bonus, 
malpractice,  disability,  signing  bonus  and  student  loan  reduction/for- 
giveness program.  All  relocation  costs  will  be  borne  by  the  hospital. 
Please  contact  Kari  Wangsness,  Associate,  The  Chancellor  Group,  Inc., 
France  Place,  Suite  920,  3601  Minnesota  Drive,  Bloomington,  Minnesota 
55435;  612/835-5123. 


RADIOLOGY,  ORTHOPEDICS,  FAMILY  PRACTICE,  PEDIATRICS, 
OB-GYN,  INTERNAL  MEDICINE,  PERIPHERAL  VASCULAR  SUR- 
GERY — Several  attractive  opportunities  in  INDIANA,  NEBRASKA, 
WISCONSIN  and  MICHIGAN.  A variety  of  practice  settings.  Single, 
multispecialty  or  solo  opportunities.  Contact  Bob  Strzelczyk  to  discuss 
your  practice  requirements  and  these  positions  at  1-800/243-4353.  Strel- 
check  & Associates,  Inc.,  10624  N.  Port  Washington  Road,  Mequon, 
Wisconsin  53092. 


GENERAL  INTERNIST  — Family  Medical  Center,  Oskaloosa,  Iowa 
seeks  BC/BE  general  internist  to  join  its  9 member  group.  We  offer 
excellent  compensation,  paid  malpractice  and  full  benefit  package.  For 
further  information  contact  Linda  Cohrt,  Office  Manager,  1225  C Av- 
enue East,  Oskaloosa,  Iowa  52577  or  call  515/673-6762. 


GENERAL  SURGEON  — Family  Medical  Center,  Oskaloosa,  Iowa  seeks 
BC/BE  general  surgeon  to  join  its  9 member  group.  We  offer  excellent 
compensation,  paid  malpractice  and  full  benefit  package.  For  further 
information  contact  Linda  Cohrt,  Office  Manager,  1225  C Avenue  East, 
Oskaloosa,  Iowa  52577  or  call  515/673-6762. 


CARDIOLOGY  — Be  a part  of  a thriving  invasive  cardiology  group 
practice  located  in  southern  Indiana.  Affiliated  with  a 590-bed  regional 
referral  center.  Competitive  salary  plus  malpractice  insurance  and  other 
physician  perks.  Send  CV  to  Don  Hoit,  12161  Lackland  Road,  St.  Louis, 
Missouri  63146  or  call  1-800/336-3963. 


SOUTHEASTERN  IOWA  — Seeking  full-time  and  part-time  physicians 
for  new  50-bed  hospital  emergency  department.  Attractive  hourly  com- 
pensation and  malpractice  insurance  provided.  Benefit  package  avail- 
able to  full-time  physicians.  Contact  Emergency  Consultants,  Inc.,  2240 
S.  Airport  Road,  Room  43,  Traverse  City,  Michigan  49684,  1-800-253- 
1795  or  in  Michigan  1-800/632-3496. 


ORTHOPAEDIST,  DERMATOLOGIST,  FAMILY  PRACTICE,  GEN/ 
THORACIC  SURGEON,  PEDIATRICIAN,  PULMONOLOGIST,  GAS- 
TROENTEROLOGIST, OB/GYN,  UROLOGIST  — To  join  Iowa's  old- 
est organized  multispecialty  group  practice  (70th  anniversary  during 
1990)  in  major  central  hub  city  of  30,000  serving  active  referral  area  of 
250,000  citizens.  Near  tertiary  level  care  practiced  in  community.  Es- 
pecially directed  to  those  physicians  concerned  about  quality  of  practice 
and  quality  of  family  life.  Great  community  with  unusually  high  list 
of  desirable  amenities.  Rated  7th  most  desirable  smaller  city  in  Midwest 
in  which  to  live.  More  information  call  1-800/798-4321,  Recruitment 
Coordinator. 


TIRED  OF  THE  RAT  RACE?  — Anxious  about  entering  private  practice 
with  the  attendant  risks  and  demands  of  the  90s?  Why  not  consider 
emergency  medicine?  If  you  are  trained  in  family  practice  or  emergency 
medicine  and  are  looking  for  a career  with  fixed  hours,  guaranteed 
income  free  of  financial  risk  and  other  practice  hassles,  please  give  me 
a call.  Kenneth  P.  Schultheis,  D.O.,  President,  Emergency  Physicians 
Services,  P.C.,  c/o  Mercy  Hospital  Medical  Center,  Des  Moines,  515/ 
247-4445. 


E.  R.  PHYSICIANS  WANTED  — STAT,  P.C.,  a professional  corpora- 
tion providing  St.  Joseph  Mercy  Hospital  Emergency  Department  phy- 
sician services,  looking  for  qualified  part-time  or  full-time  physicians 
to  staff  the  emergency  department.  Please  direct  inquiries  to  Lambert 
C.  Orton,  M.D.,  STAT,  P.C.,  84  Beaumont  Drive,  Mason  City,  Iowa 
50401.  515/424-STAT  (7828). 


FAMILY  PRACTICE  AND  INTERNAL  MEDICINE  — Sustained  and 
steady  growth  in  a 5-physician  clinic  has  created  the  opportunity  to  seek 
additional  residency  trained  BE/BC  family  practice  physicians  and  an 
internal  medicine  physician  to  complete  its  1990-1991  staffing  needs. 
North  Medical  Center  offers  an  office-based  delivery  system,  as  well 
as  separate  extended  hours  convenience  clinic/industrial  medicine  clinic. 
Combined,  these  entities  are  proven  to  be  a rapid  practice  builder. 
Clinic  facilities  are  new  and  contain  laboratory,  pharmacy  and  x-ray 
services.  The  center  is  located  within  10  minutes  of  a major  full-service 
JCAH  hospital.  A competitive  comprehensive  financial  package  is  being 
offered  which  includes  partnership  potential  after  one  year.  Residents 
graduating  in  1991  are  welcome  candidates.  Send  CV  and  2 references 
to  Hank  Atherton,  Chief  Executive  Officer,  North  Medical  Center,  210 
West  53rd,  Davenport,  Iowa  52806. 


STAFF  PSYCHIATRIST,  DES  MOINES  — Immediate  openings  for  BE/ 
BC  in  a modern,  98-bed,  psychiatric  addition  to  a general  hospital  com- 
plex. This  opportunity  offers  a stimulating  mix  of  clinic  and  teaching 
activities.  Faculty  appointment  with  University  of  Iowa  is  possible. 
Quality  of  life  is  high  in  this  clean,  medium-sized  city.  $92,000-117,000 
plus  generous  benefit  package.  For  further  information,  write  James 
Pullen,  M.D.,  Department  of  Psychiatry,  Broadlawns  Medical  Center, 
Des  Moines,  Iowa  50314;  515/282-5700.  EOE. 


MOONLIGHTING  — Rural  EDs.  Highest  compensation.  Covered  mal- 
practice. Acute  Care,  Inc.,  P.O.  Box  515,  Ankeny,  Iowa  50021.  800/729- 
7813  or  515/964-2772. 


MEDICAL  EQUIPMENT  WANTED  — Used  Ritter  Power  Tables,  Sur- 
gical adjustable  light  (ceiling  or  wall  mount).  Bantam  Bovie  units.  Write 
or  call  Dermatology  Associates,  1212  Pleasant,  Suite  402,  Des  Moines, 
Iowa  50309;  515/244-0303. 
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ROBERT  A.  HAYNE,  M.D. 
THOMAS  A.  CARLSTROM,  M.D. 
DAVID  J.  BOARINI,  M.D. 

1215  PLEASANT,  SUITE  608 
DES  MOINES  50309 
515/283-5760 

NEUROLOGICAL  SURGERY 


OPHTHALMOLOGY 


NORTH  IOWA  EYE  CLINIC,  P.C. 

ADDISON  W.  BROWN,  JR.,  M.D. 

MICHAEL  L.  LONG,  M.D. 

BRADLEY  L.  ISAAK,  M.D. 

RANDALL  S.  BRENTON,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 

GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 

WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D. 

RUSSELL  H.  WATT,  M.D. 

JOHN  M.  GRAETHER,  M.D. 

RUSSELL  R.  WIDNER,  M.D. 

GILBERT  W.  HARRIS,  M.D. 

JAMES  A.  DAVISON,  M.D. 

NORMAN  F.  WOODLIEF,  M.D. 

ERIC  W.  BLIGARD,  M.D. 

DAVID  D.  SAGGAU,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/754-6200 
SATELLITE  OFFICES: 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

300  SOUTH  KENYON  ROAD 
FORT  DODGE  50501 
515/576-7777 

516  SOUTH  DIVISION  STREET 
CEDAR  FALLS  50613 
319/277-0103 

OPHTHALMIC  ASSOCIATES,  P.C. 

ROBERT  D.  WHINERY,  M.D. 

STEPHEN  H.  WOLKEN,  M.D. 

ROBERT  B.  GOFFSTEIN,  M.D. 

LYSE  S.  STRNAD,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  ).  BENDA,  M.D. 

JAMES  W.  WHITE,  M.D. 

CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 

IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D. 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

1215  PLEASANT,  SUITE  408 
DES  MOINES  50309 
515/283-5780 
1/800/248-4443 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 

PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

ROBERT  G.  SMITS,  M.D.,  P.C. 

1040  5TH  AVENUE 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 


PATHOLOGY 


LABORATORY  OF  CLINICAL  MEDICINE 
DAVID  W.  GAUGER,  M.D. 

ROBERT  L.  MAAS,  M.D. 

L.  JEFF  RISSMAN,  M.D. 

11380  AURORA  AVENUE 
DES  MOINES  50322 
515/276-8402 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


REHABILITATION  MEDICINE  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 
CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

YOUNKER  REHABILITATION 
CENTER 

IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 
515/283-6434 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 
HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL 
SERVICES  FOR  ADULTS,  ADOLESCENTS, 
CHILDREN  AND  INFANTS 


PULMONARY  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & CRITICAL 
CARE  ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 

DONALD  L.  BURROWS,  M.D. 

MICHAEL  WITTE,  D.O. 

PULMONARY  DISEASES 
1601  NW  114TH,  SUITE  347 
DES  MOINES  50325-7072 
24  HOUR  515/224-1777 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  O.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 

SINESIO  MISOL,  M.D. 

411  LAUREL,  SUITE  3300 
DES  MOINES  50314 
515/247-8400 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

SURGICAL  AFFILIATES,  P.C. 

JAMES  M.  CATERINE,  M.D.,  F.A.C.S. 

C.  DAVID  SMITH,  M.D. 

KATHLEEN  L.  SMITH,  M.D. 

KENDALL  REED,  D.O.,  F.A.C.O.S. 

STEVEN  A.  CAHALAN,  M.D. 

ONYEBUCHI  UKABIALA,  M.D.,  F.R.C.S. 
JOHN  STERN,  M.D. 

411  LAUREL,  SUITE  2100 
MERCY  MEDICAL  PLAZA  EAST 
DES  MOINES  50314 
515/247/3266 

GENERAL,  THORACIC,  VASCULAR, 
ONCOLOGIC  AND  PEDIATRIC  SURGERY 

WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/283-5767 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 
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In  the  Public  Interest 


Loans  Surpass  $2  Million 


The  iowa  medical  foundation,  a very  spe- 
cial arm  of  organized  medicine  in  Iowa,  is 
about  to  reach  a milestone.  This  year,  the 
Foundation  will  pass  $2  million  in  loans  to  fi- 
nancially deserving  Iowa  medical  students.  The 
Iowa  Medical  Foundation  is  now  the  largest 
source  of  non-governmental  loans  for  medical 
students  at  the  University  of  Iowa. 

The  Iowa  Medical  Foundation  was  estab- 
lished in  the  mid-1950s  to  engage  in,  promote 
and  financially  support  educational  and  sci- 
entific activities  and  projects.  The  Foundation 
is  supported  almost  solely  by  contributions 
from  Iowa  physicians. 

Assisting  Tomorrow's  Physicians 

The  Iowa  Medical  Foundation  has  2 sig- 
nificant thrusts,  one  being  the  George  Scanlon 
Medical  Student  Loan  Fund.  The  fund  is 
named  for  an  Iowa  City  surgeon  who  inspired 
and  guided  the  program  for  many  years. 

Since  the  program's  inception,  over  $2 
million  has  been  loaned  to  nearly  700  junior 
and  senior  medical  students  with  Iowa  ties. 
This  Foundation  program  has  become  more 
important  as  the  cost  of  medical  education  has 
increased  and  federal  funding  has  decreased. 
The  average  loan  to  medical  students  is  now 
$4,000. 

Projects  Which  Help  Iowans 

The  Foundation  is  involved  in  or  supports 
a number  of  programs  and  activities  which 
benefit  medicine  and  improve  the  health  of 
Iowans.  This  arm  of  the  Foundation  is  called 
the  Henry  Albert  Physician  Benevolence  and 
Public  Health  Fund.  Dr.  Albert  practiced  med- 
icine in  Iowa  and  stipulated  in  his  will  that 
proceeds  from  his  estate  be  used  for  activities 
benefiting  the  public  health. 


Since  the  mid-1960s,  the  Foundation  has 
received  nearly  $300,000  from  this  source.  Just 
a few  of  the  projects  receiving  support  from 
the  Albert  Trust  are: 

• Assistance  Program  For  Troubled  Physi- 
cians (APTP)  — This  program  helps  physicians 
and  families  of  physicians  who  are  hampered 
by  addiction  or  other  problems.  The  Albert 
Fund  is  also  available  to  help  needy  physicians 
and/or  their  widows. 

• Hawkeye  Science  Fair  — This  annual  event 
in  Des  Moines  gives  junior  high  and  high 
school  students  the  opportunity  to  develop  and 
present  scientific  exhibits. 

• Iowa  Coalition  For  Comprehensive  School 
Health  Education  — This  cooperative  effort  be- 
tween the  Foundation  and  several  voluntary 
health  agencies  promotes  health  education  in 
Iowa  schools. 

• Iowa  Games  — The  Iowa  Games,  held 
annually  in  Ames,  ensure  all  Iowans,  regardless 
of  age  or  athletic  ability,  have  a chance  to  keep 
fit  through  competition  in  a variety  of  sports. 

• Adolescent  Health  Projects  — The  Foun- 
dation recently  contributed  to  2 projects  aimed 
at  improving  the  health  of  Iowa's  young  peo- 
ple. The  first  contribution  was  to  the  Iowa  High 
School  Athletic  Association,  which  is  produc- 
ing posters  discouraging  substance  abuse  to 
be  distributed  in  Iowa  junior  and  senior  high 
schools.  The  second  project  involved  a con- 
tribution to  underwrite  educational  materials 
on  to  acco  sales  to  minors. 

Obviously,  Iowa  physicians  can  be  proud 
of  the  Iowa  Medical  Foundation  and  the  Iowa 
physicians  who  have  supported  the  Founda- 
tion deserve  praise. 
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President's  Privilege 


Robert  D.  Whinery,  M.D. 


A Tribute 


The  university  of  iowa  and  its  college  of 
medicine,  hospitals  and  clinics  are 
sources  of  pride  for  all  Iowans.  This  month's 
issue  focuses  on  the  university,  and  I can't 
reflect  on  the  tremendous  accomplishments 
of  the  UI  College  of  Medicine  without  dis- 
cussing Dean  John  Eckstein,  who  recently 
announced  his  August  retirement. 

You've  heard  and  will  hear  much  more 
in  the  coming  months  concerning  Dr.  Eck- 
stein's superlative  leadership.  During  his  20 
years  as  dean,  the  college  has  become 
preeminent  and  Iowans  have  profited.  It's 
been  my  good  fortune  to  live  in  Iowa  City 
and  observe  his  achievements.  I was  privi- 
leged as  a non-academic  physician  to  serve 
on  the  medical  admissions  committee  and 
chair  a subcommittee  for  recertification  of 
the  UI  College  of  Medicine.  These  experi- 
ences showed  me  our  medical  school  is  very 
much  alive  and  extremely  well! 

You've  come  to  expect  my  monthly  col- 
umns to  deal  mostly  with  organized  medi- 
cine. Surprisingly,  this  tribute  to  Dean  Eck- 
stein fits  that  pattern  because  my  closest 
association  with  Dr.  Eckstein  has  been  in 


medical  society  work  at  the  county,  state 
and  national  levels. 

Dr.  Eckstein  serves  as  an  AMA  delegate 
from  the  medical  schools  section  and,  at 
AMA  meetings,  has  been  an  active  partici- 
pant in  caucusing  with  Iowa  delegates.  He  is 
also  with  us  at  the  North  Central  Medical 
Conference.  He's  been  a very  vital  part  of 
your  Iowa  Medical  Society.  He  believes  in 
the  federation  of  medicine  and  what  it  can 
do  for  the  teaching  and  the  practice  of  medi- 
cine. 

So  as  we  reflect  on  the  many  gifts  Jack 
Eckstein  has  given  to  Iowa  medicine,  please 
remember  that  in  his  busy  schedule  he 
found  the  energy  and  the  time  to  contribute 
and  be  heard  through  his  state  and  national 
medical  societies. 

Should  we  do  less? 

Robert  D.  Whinery,  M.D. 

President 
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World's  Longest  Acronym 
Iowa's  Newest  Medical  Organization 

IALTCFMD 

It  stands  for  . . . 

IOWA  ASSOCIATION  OF  LONG-TERM 
CARE  FACILITY  MEDICAL  DIRECTORS 


Organized  in  January,  1991,  IALTCFMD  will  serve  Iowa  physicians  involved  with  nursing 
homes  --  as  medical  directors  or  any  other  active  basis.  What  will  IALTCFMD  member  physi- 
cians receive? 

• Information  to  help  you  understand  what  is  required  of 
you  as  a nursing  home  medical  director. 

• Assistance  in  researching  and  getting  answers  to  specific 
questions  relating  to  long-term  care. 

• Periodic  seminars/briefings/education  sessions  on  key 
issues,  e.g.,  government  regulations,  contracts,  liability,  etc. 

• Representation  with  Iowa  nursing  home  organizations, 
governmental  agencies  and  the  Iowa  General  Assembly. 


As  an  affiliate  of  the  American  Medical  Directors  Association,  the  IALTCFMD  has  these  Iowa 
physicians  on  its  Board  of  Directors: 

Emmett  Mathiasen,  M.D.  - Council  Bluffs  Ronald  Roth,  M.D.  • Waterloo 

Robert  Wettach,  M.D.  - Mt.  Pleasant  Roy  Overton,  II.,  M.D.  - West  Des  Moines 

Donald  Rodawlg,  Jr.,  M.D.  - Spirit  Lake  Paul  Ferguson,  M.D.  • Lake  City 

Glenys  Williams,  M.D.  - Iowa  City 


For  More  Information /To  Request  Membership  Applications 

Call  IMS  SERVICES 


515/223-2816  or  800/728-5398 


More  About  the  Cover 


Seeing  the  Future 


Abstract  art,  perhaps,  but  more  than  that 
this  month's  cover  photograph  shows 
how  far  medical  research  and  diagnosis  via 
computer  have  come. 

A product  of  the  image  analysis  facility  at 
the  University  of  Iowa,  the  photo  depicts  a 3- 
dimensional,  360- 
degree  rotation  of 
the  vascular  sys- 
tem of  a pig  in  de- 
tail sufficient  to  re- 
veal occlusions  and 
other  anomalies. 

UI  College  of 
Medicine  cardio- 
vascular research- 
ers employed 
computed  tomog- 
raphy equipment 
at  University  Hos- 
pitals and  Clinics 
that  scans  rapidly 
enough  to  avoid 
motion  artefacts  in 
a single  cross-sec- 
tion. 

Dr.  Robert 
Weiss,  UI  assist- 
ant professor  of 
internal  medicine,  points  out  that  this  alter- 
native to  conventional  cineangiography  is 
made  possible  by  display  software  that  takes 
advantage  of  3-dimensional  data  sets  created 
by  most  scanners.  It  yields  a significant  re- 
duction in  the  amount  of  time  once  required 
to  construct  3-D  images,  he  said. 

Conventional  imaging  of  angiography  for 
diagnosis  is  very  costly  and  imparts  a certain 
risk  to  the  patient  because  an  injection  catheter 
must  be  placed  in  the  heart.  Dr.  Weiss  said 
the  new  approach  using  volume  rendering  of 


data  may  ultimately  avoid  these  drawbacks  as 
researchers  find  ways  to  make  the  procedure 
generally  noninvasive. 

He  said  the  research  aims  to  improve  eval- 
uation of  coronary  arterial  geometry  as  part  of 
diagnosing  coronary  heart  disease,  in  which 
the  state  of  coro- 
nary anatomy  sig- 
nificantly contrib- 
utes to  choosing 
medical  versus 
surgical  therapy. 

Other  poten- 
tial projects  in- 
clude an  anima- 
tion of  a beating 
heart  as  well  as 
imaging  other 
vascular  beds  of 
the  body. 

The  UI  image 
analysis  facility  is 
directed  by  Boyd 
Knosp,  a com- 
puter engineer. 
Located  in  the 
Eckstein  Medical 
Research  Building 
in  the  College  of 
Medicine,  it  serves  faculty,  students  and  pub- 
lic service  needs.  The  facility  uses  software  and 
super-computing  graphics  workstations  to 
create  rotatable,  3-dimensional  views  from  data 
recorded  by  body  scanners  and  electron  mi- 
croscopes. Molecular  modeling  is  also  done. 

Images  can  be  digitized  from  film,  video 
signals  and  tape,  microscopic  slides,  electron 
micrographs,  autoradiograms  and  photo- 
graphs. They  can  be  visualized  via  color 
graphics  printers  and  on  video  monitors  and 
transported  on  disk,  tape  or  via  modem. 
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Teaching  Prevention 


ANNE  DUGGAN 
Iowa  City,  Iowa 

Ninety  years  ago,  some  of  the  most 
common  causes  of  death  in  this 
country  were  infectious  in  origin.  Children 
were  especially  vulnerable.  Tuberculosis, 
pneumonia,  influenza,  diarrhea  and  enteritis 
were  common.  Ultimately,  public  health 
practices  and  newfound  knowledge  in 
microbiology,  immunology  and  nutrition 
markedly  reduced  morbidity  and  mortality. 

Today,  untimely  death  from  infectious 
disease  has  been  replaced  by  delayed  death 
from  chronic  ills  such  as  heart  disease, 
cancer,  cerebrovascular  disease,  injuries  and 
diabetes.  As  in  the  19th  and  early  20th 
century,  the  key  to  stopping  the  "spread”  of 
many  of  these  diseases  may  be  prevention. 

Prevention's  Place 

Prevention  has  its  place  in  the  curricu- 
lum at  the  UI  College  of  Medicine. 

"Prevention  needs  to  be  taught  at  all 
levels  of  the  medical  school  experience," 
says  Dr.  Paul  Pomrehn,  associate  dean  for 
student  affairs  and  curriculum  and  associate 
professor  of  preventive  medicine  and  envi- 
ronmental health. 

"Here,  we  believe  it  should  be  taught 
on  a number  of  levels,  from  the  first  year 
course  in  biostatistics,  which  teaches  stu- 
dents to  be  good  consumers  of  scientific  lit- 
erature, to  fourth  year  preceptorships,  when 
students  interact  with  practitioners  around 
the  state  who  serve  as  role  models." 

Anne  Duggan  is  an  associate  editor  in  the  UI  office  of  Health 
Center  Information  and  Communication. 


Second  year  students  are  required  to 
take  a semester  course  in  preventive  medi- 
cine. Pomrehn,  who  taught  the  course  until 
becoming  associate  dean  this  year,  says  the 
course  "lays  the  groundwork  for  clinical  pre- 
vention they  will  observe  and  practice  later." 

Next  fall.  Dr.  Helmut  Schrott,  associate 
professor  of  preventive  medicine  and  envi- 
ronmental health,  will  teach  the  course. 

Students  find  prevention  fits  into  many 
parts  of  the  curriculum,  Pomrehn  says.  "For 
instance,  in  systemic  pathology  students  will 
hear  a lecture  on  cytology  that  discusses  the 
Pap  smear  in  the  diagnosis  of  cervical  can- 
cer. The  students'  understanding  of  this 
screening  test  and  risk  factors  for  cervical 
cancer  will  be  reinforced  when  they  rotate  to 
gynecology." 

But,  learning  the  importance  of  screen- 
ing tests  is  just  a small  part  of  the  required 
course,  Pomrehn  says.  "The  course  intro- 
duces the  importance  of  public  health  and 
environmental  health  in  disease  preven- 
tion." 

We  also  stress  the  importance  of  one- 
on-one  interactions  with  patients,  he  adds. 
"All  physicians  should  recognize  the  power 
they  have  to  persuade  a patient  to  change  a 
high-risk  behavior  such  as  smoking." 

Pomrehn  adds  that  preventive  medicine 
is  best  practiced  by  all  health  care  providers 
as  a team.  "When  I'm  teaching  students,  I 
also  point  out  that  it's  not  the  doctor's  re- 
sponsibility alone.  The  most  successful  ef- 
forts involve  support  staff  and  other  profes- 
sionals supporting  each  other  in  encouraging 
and  helping  people  to  change  risky  behav- 
iors." 

Putting  that  philosophy  to  work,  Pom- 
rehn is  principal  investigator  of  the  3-year 
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Community  Intervention  Trial  for  Smoking 
Cessation  (COMMIT)  study,  which  is  part  of 
a 10-site  study  to  help  smokers  quit  through 
their  workplace,  community  organizations 
and  health  care  providers.  He  is  also  a mem- 
ber of  the  local  chapter  of  Doctors  Ought  to 
Care  (DOC),  a national  organization  of  phy- 
sicians that  has  worked  actively  to  publicize 
the  harmful  effects  of  smoking. 

OB/GYN:  The  Range  of  Care 

In  their  6-week  rotation  in  obstetrics  and 
gynecology,  students  see  one  of  the  few  spe- 
cialties that  encompass  the  full  range  of 
health  care  management,  says  Dr.  Douglas 
Laube,  professor  of  obstetrics  and  gynecol- 
ogy- 

"Specialists  in  OB/GYN  enjoy  a unique 
status  as  physicians  who  meet  a variety  of 
health  care  needs.  We  try  to  reflect  this  in 
both  the  lectures  and  on-the-job  training  for 
medical  students,"  says  Laube,  who  has  di- 
rected the  junior  clerkship  course  for  the 
past  12  years. 

Students  attend  daily  lectures  and  split 
their  time  in  the  obstetrics  and  gynecology 
clinic.  "OB/GYN  is  more  primary  care  ori- 
ented than  many  other  clinical  specialties. 
Partly  that's  the  nature  of  the  specialty  and 
partly  it's  emphasized  as  such  in  this  institu- 
tion." 

Of  the  28  lectures  in  this  rotation,  7 are 
clearly  preventive  in  nature.  He  points  out 
that  his  lecture  on  menopause  emphasizes 
prevention,  "although  it's  one  of  the  least 
obvious  as  preventive  medicine."  Laube 
talks  about  the  long-term  benefits  of  hor- 
mone replacement  therapy,  and  its  effect  on 
osteoporosis,  lipid  levels  and  heart  disease. 

"This  can  be  exciting  for  students,  be- 
cause what  would  be  better  than  making  a 
positive  impact  on  the  last  half  of  a patient's 
life?"  he  asks. 

Many  of  medicine's  most  successful 
models  of  prevention  come  from  OB/GYN, 
Laube  says.  "The  classic  graph  of  prevention 
is  based  on  the  Pap  smear  model  — both  in 
treatment  and  as  a screening  tool." 

Students  learn  a great  deal  from  the 
women  patients  they  see,  because  women 
are  traditionally  some  of  the  best  health  care 
consumers,  Laube  says.  "They  know  the  di- 
rect benefits  of  preventive  care  and  this 
teaches  the  students  a great  deal." 


Dr.  Douglas  Laube,  professor  of  obstetrics  and 
gynecology,  demonstrates  the  importance  of  preventive 
medicine  to  Ul  College  of  Medicine  students. 


UI  students  will  naturally  be  exposed  to 
a great  deal  of  interventionist  medicine.  "UI 
physicians  see  many  specialty  referrals,"  he 
says.  "They  will  see  that  here,  as  well,  but 
at  the  same  time,  OB/GYN  shows  them  a 
successful  model  in  prevention." 

Much  is  made  in  medical  school  of  "the 
teachable  moment"  Laube  says.  "It  can  be 
made  of  any  patient  encounter  whether 
they're  in  for  routine  maintenance  or  a spe- 
cific problem." 

The  Family  Practice  Model 

Students  in  the  third  year  preceptorship 
in  family  practice  focus  on  a "top  20"  list  of 
diagnoses  seen  by  family  physicians  in  Iowa, 
says  Dr.  George  Xakellis,  associate  professor 
of  family  practice. 

The  students'  readings  are  concentrated 
in  these  areas  and  the  readings  on  preven- 
tion are  from  their  second  year  course  text. 
"It's  a way  of  using  the  clinical  experience  to 
back  up  the  classroom  learning,"  he  says. 
"The  basic  information  will  be  familiar  to  the 
students  and  they  can  begin  applying  it  to 
the  treatment  of  patients." 

For  example,  one  of  the  most  frequent 
visits  to  a doctor  is  the  negative  physical 
exam  or  check  up.  "This  encounter  is  a way 
to  teach  a patient  about  prevention.  Stu- 
dents see  that  this  situation  gives  the  physi- 

(Continued  next  page) 
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cian  an  opportunity  to  intervene  and  make  a 
real  difference  in  the  patient's  long-term 
health." 

Xakellis,  who  lectures  on  how  to  turn 
the  insurance  physical  into  a preventive 
medicine  intervention,  says,  "we  need  to 
find  ways  to  transmit  information  to  people. 
It  doesn't  mean  anything  to  them  unless  it's 
real." 

Xakellis  uses  a vending  machine  snack 
to  illustrate  to  students  the  pervasiveness  of 
fat  in  the  diet.  "They  know  from  their  read- 


'All  physicians  should  recognize 
the  power  they  have  to  persuade 
a patient  to  change  a high-risk 
behavior  such  as  smoking.' 


ings  that  the  American  Heart  Association 
recommends  keeping  the  fat  content  less 
than  30%  of  your  daily  diet.  In  a way  that 
will  make  sense  to  their  own  patients,  they 
can  learn  to  figure  the  fat  content  of  com- 
mon foods  and  snacks. 

"According  to  the  label,  this  snack  has 
13  grams  of  fat  and  250  calories.  Knowing 
that  each  gram  of  fat  has  9 calories,  they  can 
calculate  the  number  of  fat  calories  and  di- 
vide this  by  the  total  number  of  calories. 
Multiply  this  figure  by  100,  and  they  see 
those  few  bites  of  snack  food  are  about  45% 
fat." 

He  adds,  "So  much  of  family  practice  is 
done  in  the  office  setting.  Ninety  percent  of 
the  patients  they  see  will  be  in  for  ambula- 
tory care." 

Xakellis  says  he  enjoys  working  with 
medical  students  because  of  their  enthusi- 
asm. "They  come  in  thinking  about  their 
own  experience  with  their  family  doctor. 
Those  who  come  from  small  towns  know 
how  important  the  family  practitioner  is  to 
their  community." 

The  fourth  year  elective  family  practice 
clerkships  are  in  a residency  setting.  "The 
students  study  the  areas  of  prevention  that 
interest  them.  Then  we  role  play  a patient- 
physician  encounter.  I come  to  see  them  as  a 
patient  and  their  job  is  to  educate  me  about 
a specific  aspect  of  prevention." 


YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studiesare  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon & is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1  2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.1  '34  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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At  Group  Health, 

You  Can  Be  A Doctor 
Without  All 
The  Headaches 

//j 

I'MA  MOTHER  and  a physician.  Working  at 
Group  Health  means  I have  a choice  about  my 
schedule  — including  part-time  and  four-day 
week  options.  I love  having  time  for  my  family 
with  the  security  of  a competitive  salary." 

Karen  Lucas,  M.D.,  Family  Practice 

“ I ENJOY  PRACTICING  medicine  because 
Group  Health  takes  care  of  the  administrative 
hassles — like  billing  patients  and  hiring  staff. 
They  also  provide  an  Answering  Service  and 
Continuing  Care  Department  which  help  me 
provide  better  care  for  my  patients  while 
maximizing  my  personal  time." 

Thomas  Knabel,  M.D.,  Family  Practice 

//T 

1 FEEL  SECURE  working  at  Group  Health. 

I receive  paid  malpractice  insurance,  strong 
retirement  plans  with  the  option  of  401k 
participation,  long-term  disability  insurance, 
continuing  education  incentives,  and  four  weeks 
of  paid  vacation." 

Claire  Neely,  M.D.,  Pediatrics 

Join  our  thriving  multi-specialty  group  practice. 

Call  today  for  information  on 

primary  care  and  sub-specialty  openings. 

Ann  Johnson,  Physician  Services 
612  / 627-6122  collect 

■■GROUP 
■■HEALTH 
Si  ■ I INC. 

Where  a doctor  can  be  a doctor. 

2829  University  Avenue  S.E.,  Minneapolis,  Minnesota  55414 

Copyright  ©•  1-990! Group'  Wealthy  Ike. 


UI  Programs  Spread  the 
Word  on  Prevention 


VERA  DORDICK 
Iowa  City,  Iowa 


Patients  are  taking  more  respon- 
sibility for  their  own  health  and  have 
increasingly  looked  to  the  physician  for 
preventive  measures  and  not  just  a remedy 
or  treatment. 

Programs  at  the  UI  College  of  Medicine 
are  teaching  Iowa  physicians  more  about 
helping  patients  avoid  injury  and  illness. 

AIDS  in  Iowa 

As  of  January  1,  1991,  232  cases  have 
been  reported  to  the  Centers  for  Disease 
Control.  Although  low  when  compared  to 
high -incidence  regions  of  the  United  States, 
the  impact  of  HIV/AIDS  on  the  state's  health 
care  professionals  and  the  public  is  substan- 
tial. It  is  clear  that  education  and  prevention 
are  the  keys  to  controlling  the  disease. 

Responding  to  these  needs  is  the  Mid- 
west AIDS  Training  and  Education  Center 
(MATEC)  at  the  UI.  Iowa,  Illinois,  Indiana, 
Minnesota,  Missouri  and  Wisconsin  com- 
prise MATEC.  Via  telephone  contacts,  per- 
sonal visits,  printed  and  audiovisual  mate- 
rials, funding  and  technical  assistance, 
the  Iowa  site  helps  develop  HIV/AIDS- 
related  educational  materials  for  Iowa  physi- 
cians and  other  health  care  professionals. 

"These  special  or  supplementary  oppor- 
tunities for  AIDS  education  would  not  occur 


Vera  Dordick  is  with  the  UI  office  of  Health  Center  Information. 


were  it  not  for  the  technical  and  financial  as- 
sistance we  can  offer,"  says  Dr.  Charles 
Helms,  UI  associate  professor  of  internal 
medicine  and  director  of  the  Iowa  site. 

"Much  work  remains,  however,  particularly 
in  prevention  and  education  and  we  want  to 
help  state  and  local  groups  meet  their  needs." 

Fighting  Cholesterol 

Physicians  in  Iowa  and  6 other  states  in 
the  region  can  receive  special  training  in  de- 
tecting and  managing  high  blood  cholesterol 
levels  and  other  lipid  disorders  through  a 
new  program  coordinated  by  the  American 
Heart  Association. 

"Just  telling  patients  to  cut  down  on 
high-fat,  high-cholesterol  foods  isn't  enough. 
We're  trying  to  bring  the  best  diagnostic  and 
treatment  care  to  patients  in  the  real  world," 
says  Dr.  Helmut  Schrott,  UI  associate  profes- 
sor of  preventive  medicine  and  environmen- 
tal health,  and  of  internal  medicine,  and  di- 
rector of  the  center. 

The  lipid  disorders  training  center  pro- 
gram at  the  UI  is  one  of  6 around  the  coun- 
try which  will  train  at  least  1,500  physicians 
over  the  next  3 years. 

Starting  Young 

High  blood  pressure  and  obesity  are 
also  known  coronary  risk  factors  among 
adults,  but  the  childhood  beginnings  of 
heart  disease  and  how  they  should  be 
treated  are  less  well  understood. 

For  more  than  20  years,  UI  researchers 
have  been  investigating  coronary  risk  factors 
in  children  and  how  they  relate  to  adult- 
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hood.  Generations  of  Muscatine,  Iowa 
school  children  and  their  families  have  par- 
ticipated in  the  project. 

“The  findings  of  this  study  have  been 
used  to  establish  normal  levels  for  blood 
pressure  and  cholesterol  and  degrees  of 


'The  Occupational  Medicine  As- 
sociates Network  encompasses 
10  occupational  medicine  clin- 
ics based  in  hospitals  around 
the  state.' 


obesity  in  childhood,”  says  Dr.  Ronald 
Lauer,  UI  professor  of  pediatric  cardiology. 

Going  one  step  farther  is  the  Dietary  In- 
tervention Study  in  Children  (DISC)  being 
conducted  among  school  children  in  Cedar 
Rapids,  Clinton  and  Muscatine.  "We're 
trying  to  develop  the  optimal,  safest  tech- 
niques for  lowering  cholesterol  among 
younger  children,"  Lauer  says. 

Help  for  Older  lowans 

Iowa  physicians  and  other  health  care 
workers  can  learn  about  preventive  meas- 
ures that  can  improve  the  quality  of  life  for 
the  elderly  through  the  UI's  Geriatric  Educa- 
tion Fellowship  Program. 

"Most  medical  school  curricula  tradition- 
ally have  included  little  training  in  geriat- 
rics," says  Patricia  Andrews,  program  asso- 
ciate for  the  Iowa  Geriatric  Education 
Center.  "This  UI  program  makes  health  care 
workers  aware  of  the  differences  that  may 
occur  in  disease  presentations  among  the  el- 
derly," Andrews  says. 

Fellows  come  from  a variety  of  disci- 
plines — physicians,  nurses,  social  workers, 
dentists,  nursing  home  administrators  and 
physical  therapists.  For  9 to  10  months,  par- 
ticipants spend  2 days  each  month  at  the  UI, 
learning  from  local  and  national  experts  in- 
formation they  can  take  back  to  their  jobs. 

Making  Work  Safer 

Sometimes  a patient's  livelihood  or  the 
tools  of  his  or  her  trade  can  cause  medical 
problems. 

"WORKSAFE  IOWA,  a one-of-a-kind 
program  run  by  the  UI  Institute  of  Agricul- 


tural Medicine  and  Occupational  Health,  is  a 
resource  to  Iowa  physicians  when  dealing 
with  occupational  illnesses  and  injuries," 
says  Dr.  Nancy  Sprince,  medical  director  for 
WORKSAFE.  The  program  brings  together 
occupational  health  experts  from  many  disci- 
plines who  consult  with  primary  care  physi- 
cians, Sprince  explains. 

The  Occupational  Medicine  Associates 
Network,  also  part  of  WORKSAFE,  encom- 
passes 10  occupational  medicine  clinics 
based  in  hospitals  around  the  state.  The  net- 
work is  a model  outreach  program  based  on 
a team  approach  that  helps  communities  im- 
plement or  strengthen  occupational  health 
services,  Sprince  says. 

Funded  by  the  Kellogg  Foundation, 
WORKSAFE  resources  are  available  to  physi- 
cians through  a computerized  network,  con- 
sultations and  continuing  education  sessions 
that  provide  basic  occupational  medicine  in- 
formation to  primary  care  givers. 

Safety  on  the  Farm 

In  a state  where  the  principal  industry  is 
also  the  nation's  most  dangerous  occupa- 
tion, programs  to  prevent  farm  injuries  and 
illness  are  particularly  important. 

One  such  program  is  the  Iowa  Agricul- 
tural Health  and  Safety  Service  Program  (IA- 
HASSP).  "It's  designed  to  deliver  compre- 
hensive occupational  health  and  safety  serv- 
ices to  farm  families  by  working  through  lo- 
cal hospitals,"  says  Kelley  Donham,  UI 
professor  of  preventive  medicine  and  envi- 
ronmental health. 

In  addition  to  classroom  training,  "IA- 
HASSP  gets  affiliated  nurses  and  physicians 
out  onto  the  farm  and  introduces  them  to 
the  structures  and  equipment  and  the  prob- 
lems associated  with  them,"  Donham  says. 

Local  physicians  also  help  the  program 
by  promoting  it,  taking  referrals  from  the 
IA-HASSP  program,  providing  consultation 
and  giving  lectures  on  farm  safety  and 
health  to  community  and  school  groups. 

Currently,  IA-HASSP  clinics  are  operat- 
ing in  Marshalltown  and  Cedar  Falls,  and  4 
others  will  soon  begin  providing  services  in 
Mason  City,  Dubuque,  Spencer  and  Harlan. 

IA-HASSP  is  part  of  a larger  project,  the 
Iowa  Center  for  Agricultural  Safety  and 

(Continued  next  page) 
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Health  (I-CASH),  which  is  a cooperative  ef- 
fort between  the  UI,  Iowa  State  University, 
the  Iowa  Department  of  Public  Health  and 
the  Department  of  Agriculture  and  Land 
Stewardship. 

Kicking  the  Habit 

This  year  lung  cancer  will  become  the 
deadliest  cancer  among  Iowans,  claiming 
more  women  than  breast  cancer.  Because 
nearly  9 out  of  10  lung  cancer  cases  in  Iowa 
are  smoking  related,  more  effective  ap- 
proaches are  needed  to  help  people  quit. 

The  Community  Intervention  Trial 
(COMMIT)  for  Smoking  Cessation  being 
conducted  in  Cedar  Rapids/Marion  is  a 
study  that  treats  smoking  as  a multifaceted 
public  health  problem  that  calls  for  a variety 
of  strategies. 

Counseling  by  physicians  is  an  integral 
part  of  COMMIT  — funded  by  the  National 
Cancer  Institute  (NCI)  — as  are  mass  media 
efforts,  self-help  programs  and  worksite  pro- 
grams. 

"A  physician's  relationship  with  a pa- 
tient can  be  a very  powerful  one,  especially 


'The  lipid  disorders  training  cen- 
ter program  at  the  Ul  is  one  of  6 
around  the  country  which  will 
train  at  least  1 ,500  physicians 
over  the  next  3 years.' 


when  it  comes  to  prevention  advice.  A 
COMMIT  survey  of  smokers  in  Cedar  Rap- 
ids showed  that  70%  would  quit  if  their  phy- 
sician advised  them  to,"  says  Dr.  Paul  Pom- 
rehn,  UI  College  of  Medicine  associate  dean 
for  student  affairs  and  curriculum  and  prin- 
cipal investigator  of  the  study. 

The  NCI  has  conducted  clinical  trials  to 
determine  the  most  effective  method  for 
physicians  to  help  patients  quit  smoking. 

"A  doctor's  influence  on  public  health 
issues  extends  beyond  the  office  and 
COMMIT  has  been  an  opportunity  for  phy- 
sicians, who  are  on  the  front-line  of  this  is- 
sue, to  express  to  the  community  how  im- 
portant smoking  cessation  is,"  he  adds. 


Physicians  associated  with  the  Iowa  Agricultural  Health  and  Safety  Service  Program  tour  a farm  to  study  various 
health  problems  farm  structures  can  cause. 
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For  Relief 
From  Workers 
Comp  Headaches, 
Tate  Two 


Aspirin  And 
Call  Us  In 
The  Morning. 

Announcing  a workers  compensation  program  exclusively  for  IMS  member  physicians. 

Call  us  about  the  new  Iowa  Medical  Society  Workers  Compensation  Safety  Group  Plan. 

This  new  program  has  a special  organization  and  emphasizes  safety  in  the  workplace.  It  is  designed  to  help 
you  reduce  risk  factors  and  gain  a competitive  advantage. 

In  addition,  the  program  is  underwritten  by  one  of  Iowa’s  oldest  and  strongest  insurance  providers,  the 
Farm  Bureau  Mutual  Insurance  Company,  the  company  endorsed  by  the  Iowa  Medical  Society  for  workers 
compensation  insurance  coverage.  And  state-approved  rates  authorized  for  use 
by  Farm  Bureau  Mutual  Insurance  will  enable  program  participants  to  obtain 
coverage  on  an  attractive  and  competitive  basis. 

For  coverage  information  specific  to  your  practice,  contact  IMS  SERVICES, 
a subsidiary  of  the  Iowa  Medical  Society,  1001  Grand  Avenue,  West  Des  Moines, 

IA  50265.  (515)  223-2816  or  (800)  728-5398. 


Farm  Bureau 

FAMILY  OF  FINANCIAL  PLANNING  SERVICES 

FARM  BUREAU  MUTUAL 
INSURANCE  COMPANY 
WEST  DES  MOINES  IOWA 


Reaching  Out  to  Save  Lives 


SINCE  1978,  MORE  than  27,000  Iowans  have 
been  trained  in  emergency  medical 
techniques  through  outreach  courses  offered 
by  the  Emergency  Medical  Services  Learning 
Resources  Center  (EMSLRC). 

The  center  at  UI  Hospitals  and  Clinics 
teaches  health  care  providers  basic  and  ad- 
vanced emergency  medicine  techniques.  In 
1980,  as  part  of  a rural  EMT-Defibrillation 
study,  EMSLRC  began  instructing  emer- 
gency medical  technicians  life-saving  defib- 
rillation skills.  The  training  resulted  in  an 
increase  in  Iowa's  survival  rate  from  ventric- 
ular fibrillation  from  1%  to  nearly  17%  to- 
day. Concepts  initiated  by  the  EMSLRC  are 
included  in  all  American  Heart  Association- 
sponsored  Advanced  Cardiac  Life  Support 
programs. 

EMSLRC  was  one  of  the  first  centers  in 
the  country  to  develop  a Pediatric  Advanced 
Life  Support  training  program.  Information 
from  this  program  eventually  was  adopted 
by  the  American  Heart  Association  and  dis- 
seminated nationally  in  1987. 

Leadership  and  innovation  are  hall- 
marks of  EMSLRC.  The  center  has  initiated 
several  programs  in  Iowa,  including  the 
state's  first  prehospital  trauma  life  support 
instructor-coordinator  program  and  a neona- 
tal resuscitation  program  regional  instructor 
training  course.  In  addition,  EMSLRC  staff 
provides  Iowa's  only  full-time  paramedic 
training  program.  Approximately  335  para- 
medics have  received  this  training. 

As  Iowa's  only  American  Heart  Associa- 
tion designated  provider  of  advanced  cardiac 
life  support  (ACLS)  and  pediatric  advanced 
life  support  (PALS)  training,  EMSLRC  has 
certified  more  than  3,500  ACLS  instructors 
and  300  PALS  instructors  nationally  and  in- 
ternationally. 


By  blending  quality  assurance,  educa- 
tion and  leadership,  EMSLRC  has  shaped 
the  quality  and  effectiveness  of  emergency 
prehospital  and  inhospital  care,  not  only  in 
Iowa,  but  nationally. 


Above:  A student  familiarizes  himself  with  a manual 
defibrillator  during  a paramedic  training  program  . . . 
Clockwise  from  top  left:  Practicing  ventilation  proce- 
dures for  an  infant  is  also  part  of  the  neonatal  resuscita- 
tion program  for  physicians  . . . Students  learn  rapid 
extrication  techniques  as  part  of  the  pre-hospital  trauma 
life  support  program  . . . CPR  courses  include  demon- 
strations on  the  adult  obstructed  airway  maneu- 
ver ...  A physician  practices  infant  intubation  as  part 
of  a neonatal  resuscitation  program. 
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Specialists  in  Preventive  Medicine 


PREVENTIVE  MEDICINE  IS  AS  CLOSE  as  the 
next  patient  who  enters  the  office. 

“We  take  pride  in  considering  ourselves 
specialists  in  the  clinical  application  of  pre- 
ventive medicine/'  says  Dr.  Richard  C. 
Dobyns,  associate  in  the  University  of  Iowa 
Department  of  Family  Practice. 

He  and  colleagues  in  the  UI  Family 
Practice  Clinic  say  patients  are  increasingly 
aware  of  prevention,  even  though  the  pa- 
tient's definition  of  prevention  may  not  al- 
ways be  that  of  the  physician. 

Dr.  George  Bergus,  who  teaches  medical 
decision  making,  said,  “We  often  find  that 
when  patients  think  of  preventive  medicine, 
they're  thinking  of  'high  tech'  things  like  ul- 
trasound carotid  scans  and  not  the  'low  tech' 
things  that  are  very  important  and  do-able 
by  the  patient.  Basically,  physicians  become 
the  role  models  and  the  pacesetters.  They 
send  important  messages,  whether  it  be 
about  smoking  or  wearing  seat  belts.  I al- 
ways ask  patients  about  seatbelts  and  they 
think  it  such  a strange  question." 

A feature  of  prevention  in  the  UI  clinic 
is  the  continuum  of  care.  House  calls  are 
part  of  the  continuum,  according  to  Dr. 

Holly  Hendrickson,  fellow  and  associate, 
who  works  with  geriatric  patients. 

“Community  focus  is  growing,"  Dr. 
Hendrickson  said,  “and  includes  home  visits 
by  physicians  and  others  to  assess  risk  of  in- 
jury and  disability  and  to  look  for  ways  to 
improve  quality  of  life  and  prevent  hospitali- 
zation. We're  involved  in  case  management 
teams  made  up  of  care  agency  representa- 
tives who  meet  to  coordinate  and  facilitate 
prevention,  nursing  home  placement  or  hos- 
pitalization." 

She  points  out  that  many  of  the  current 
generation  of  “young  old"  and  "old  old"  did 


not  get  regular  health  care.  “But  we  will  see 
more  demand  for  preventive  services  as  our 
middle-aged  population  becomes  older."  Dr. 
Hendrickson  said  the  need  to  control  costs 
will  spur  continuing  research  into  the  effi- 
cacy of  prevention. 

As  a clinical  psychologist,  Dr.  David 
Kearns,  assistant  professor  in  family  prac- 
tice, deals  with  physician  and  patient. 


We  will  see  more  demand  for 
preventive  services  as  our 
middle-aged  population  be- 
comes older.' 


“There  is  a very  clear  behavioral  focus  to 
much  of  the  training  here.  I like  teaching 
counseling  skills  to  residents  because  many 
practitioners  simply  won't  have  the  luxury 
of  sending  patients  down  the  hall  to  see  a 
counselor  or  therapist." 

Determining  risk  factors  in  patients  and 
screening  for  indications  are  important  steps 
in  prevention.  Dr.  Dobyns  is  developing  a 
plan  of  instruction  for  residents  in  screening 
for  asymptomatic  coronary  artery  disease. 

What  of  the  perception  of  the  physician 
by  the  patient,  and  vice  versa?  “Today  the 
physician  image  is  far  less  that  of  the  pater- 
nalistic, all-knowing  doctor,"  said  Dr.  Do- 
byns, who  formerly  was  in  private  practice. 

“We  focus  much  more  on  the  autonomy 
of  the  patient.  When  we  talk  about  preven- 
tive health  care,  we  can  tell  patients  what  to 
do  and  encourage  them,  but  the  patient  ulti- 
mately makes  the  decision." 
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Questions  and  Answers 


Charles  Driscoll,  M.D. 


What  is  'Healthy  People  2000?' 


The  author,  professor  and  head  of  the 
Department  of  Family  Practice,  Uni- 
versity of  Iowa  College  of  Medicine, 
discusses  the  future  of  prevention. 


Is  this  the  decade  of  prevention? 

Health  promotion  is  always  on  the  agenda, 
but  in  this  decade,  with  impetus  from  U.S. 
Secretary  of  Health  and  Human  Services  Louis 
W.  Sullivan  in  his  “Healthy  People  2000“  re- 
port last  fall,  we're  asked  to  focus  on  these 
points: 

A long  life  without  quality  is  an  insuffi- 
cient goal;  we  should  strive  for  a long  life  with 
good  health  quality. 

There  is  a significant  disparity  in  our  na- 
tion between  those  who  have  access  to  health 
care  and  those  who  have  little  or  no  access. 

We  ought  to  improve  health  care  access 
through  promotion  and  education. 

What  do  you  foresee  with  respect  to  these  state- 
ments? 

We  must  begin  with  the  realization  that 
people  unable  to  pay  for  preventive  or  treat- 
ment services  do  not  seek  them,  nor  does  our 
system  give  incentive  to  care  givers  to  search 
for  people  in  high-risk  groups.  Education  and 
promotion  are  not  the  entire  answer,  witness 
the  persistence  of  smoking  and  the  spread  of 
AIDS  in  a society  that  is  generally  well  in- 
formed. 


Another  circumstance  we  must  confront 
is  the  amount  of  health  care  resources  used  at 
or  near  the  end  of  life  compared  with  those 
used  for  prevention  and  screening.  We've  got 
the  pyramid  standing  on  its  point. 

Is  Iowa  in  a better  position  for  improving  pre- 
vention? 

I can  tell  you  what  we  heard  in  February 
from  a national  consultant  who  reported  to  the 
Iowa  legislature:  Some  220,000  Iowans  are  un- 
insured (many  more  are  underinsured),  and 
60%  have  full  time  jobs.  They  don't  make 
enough  to  afford  insurance,  let  alone  preven- 
tive services.  There  are  about  85,000  Iowa  chil- 
dren who  do  not  have  access  to  well-child  care, 
immunization  or  preventive  services. 

It  is  estimated  that  in  order  to  afford  health 
insurance,  a family  of  3 must  have  an  income 
of  250%  of  poverty-level  income.  That  means 
it  takes  an  income  of  $25,000  to  have  enough 
money  to  include  insurance. 

We  also  have  people  who  can  afford  health 
care  and  may  have  insurance,  but  do  not  take 
care  of  themselves. 

The  underlying  theme  is  access  to  care. 
We  must  acknowledge  that  the  barriers  go  be- 
yond insurance  to  such  things  as  transporta- 
tion, language,  child  care,  distance  to  care  and 
number  of  providers.  Iowa  is  better  off  in  some 
respects,  in  part  because  of  the  state's  Family 
Practice  Residency  Program  network  and  other 
community-based  services  administered  by  the 
College  of  Medicine. 

(Continued  next  page) 
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How  can  practitioners  help? 

From  the  standpoint  of  reaching  the  seem- 
ingly unreachable,  that's  not  something  we  can 
do  much  about  in  practice.  But  there  are  ad- 
ditional procedures  being  incorporated  by  pri- 
mary practitioners,  such  as  exercise  testing, 
flexible  sigmoidoscopy  and  colposcopy  that 
formerly  belonged  to  the  cardiologist,  the  gas- 
tro-enterologist  and  the  gynecologist/oncolo- 
gist. We're  doing  more  screening  today  and  I 
think  we  are  waking  up  to  environmental 
problems  and  nutritional  connections  to  health. 

Physicians  need  to  use  every  patient  visit 
for  prevention.  They  should  say  to  the  patient 
with  the  laceration  or  sprained  ankle,  "By  the 
way,  how's  your  diet?"  and  to  the  woman  in 
her  mid-40s,  "What's  your  calcium  intake?" 

Aside  from  the  patient,  we're  also  chal- 
lenged to  lead  new  initiatives  aimed  at  pro- 
ducing larger  social  changes.  Effort  must  be 
invested  in  working  with  local,  state  and  fed- 
eral governments  to  enact  legislation  that  may 
include  incentives  or  sanctions  for  behavioral 
change. 


IMS  Annual  Meeting 
and 

Scientific  Session 
April  19-21 

Marriott  Hotel,  Des  Moines 

Scientific  Session  topics  include: 

• Medical  and  legal  issues  surrounding  withdrawal 
of  medical  treatment. 

• 'Substance  Abuse:  What  Are  We  Doing 
About  It?" 

9V2  hours  of  Category  1 AMA 
Recognition  Award 

Hotel  reservations  available 
by  calling 

The  Marriott  Hotel 
515-245-5500 
or 

1-800/228-9290 


more 

tell  them  about  Heartland  Place. 


ifi  Mercy s Addictions 
III  Recovery  Center 

Mercy  Hospital  Davenport,  Iowa 


If  someone  you  know  needs 
confidential,  professional  help  for 
an  alcohol  or  drug  addiction,  tell 
them  about  Heartland  Place,  a new 
residential  treatment  facility  of 
Mercy’s  Addictions  Recovery  Center 
(MARC)  in  Davenport. 

Part  of  MARC’s  comprehensive 
continuum  of  care,  Heartland  Place 
offers  lower  cost  treatment  in 
distinctive  surroundings. 

Find  out  more  today  about 
MARC’s  high  quality  substance 
abuse  treatment  programs.  Call  us 
at  319-383-2799,  or  toll  free  at 
1-800-383-HOSP,  for  a free  brochure 
and  videotape. 
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Is  the  AIDS  Epidemic  Ending? 


PETER  DENSEN,  M.D. 
JACK  STAPLETON,  M.D. 
Iowa  City,  Iowa 


Some  experts  have  underestimated  the 
number  of  AIDS  cases  we  will  see  in 
the  coming  decade > say  these  authors. 


Recent  articles  have  focused  attention 
on  projections  of  the  cumulative  number 
of  cases  of  AIDS,  AIDS  related  deaths  and 
the  course  of  this  epidemic  in  the  United 
States.1'2  Unfortunately,  projections  regarding 
the  spread  of  AIDS  and  the  future  financial 
cost  of  the  virus  differ  by  as  much  as  3 to  10 
fold. 

One  method  for  developing  estimates  is 
to  determine  the  number  of  new  cases  of  AIDS 
each  year  and  base  projections  on  the  change 
in  this  number  from  year  to  year.  This  ap- 
proach is  reasonably  accurate  for  short  but  not 
long-term  projections.  A second  method  (Farr's 
Law  of  Epidemics)  is  based  on  calculations  us- 
ing the  rate  of  change  in  the  number  of  new 
cases  per  defined  period  of  time.  In  a typical 
epidemic  such  calculations  demonstrate  an  in- 

The  authors  are  associated  with  the  University  of  Iowa  College  of 
Medicine,  Department  of  Internal  Medicine. 


crease,  crest  and  fall  in  the  rate  of  new  case 
development.  In  a simple  illustration,  a new 
disease  is  introduced  into  a population  of  20 
susceptible  people.  If  the  number  of  new  cases 
were  to  double  each  year  there  would  be  1,  2, 
4 and  8 new  cases  in  years  1 through  4 of  the 
epidemic.  At  the  end  of  these  4 years,  only  5 
susceptible  individuals  would  remain  unin- 
fected making  it  impossible  for  the  number  of 
cases  to  double  again. 

Reality  is  never  this  simple  because  other 
factors  such  as  the  mode  of  transmission,  be- 
haviors that  put  people  at  risk  and  immunity 
influence  the  rate  of  spread.  The  intuitive  ap- 
preciation of  this  relationship  is  supported  by 
an  analysis  of  AIDS  incidence  data  that  dem- 
onstrated a steady  decline  in  the  rate  of  in- 
crease in  new  cases  from  2.8  fold  in  1982-83  to 
1.3  in  1986-87. 1 Using  these  data,  it  was  esti- 
mated that  the  AIDS  epidemic  in  the  U.S. 
crested  in  1988  and  will  decline  to  a nadir  in 
the  mid  1990s  with  a total  of  200,000  cumu- 
lative AIDS  cases.  We  believe  this  projection 
to  be  a gross  underestimation  since  it  is  in- 
compatible with  estimates  of  the  number  of 
HIV  infected  people  (approximately  1 million) 
and  knowledge  of  the  probability  that  most 
(70-100%)  infections  will  ultimately  progress 
to  AIDS.  This  estimate  is  also  inconsistent  with 
other  published  projections.2-4 

HIV  is  Underreported 

A critical  factor  contributing  to  this  under- 
estimation relates  to  the  use  of  AIDS  incidence 
data  to  calculate  the  course  of  the  epidemic. 
AIDS  is  the  end  result  of  an  infection  acquired 
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years  earlier.  Individuals  with  AIDS  comprise 
only  a small  fraction  of  the  total  population 
infected  with  the  virus.  The  size  of  the  HIV 
infected  population  in  America  is  unknown 
but  was  estimated  from  seroprevalence  data 
to  be  approximately  750,000  individuals  in 
1985. 5 Although  revisions  in  the  number  of  IV 
drug  users  living  in  the  U.S.  and  decreased 


'Empirical  observation  suggests 
70-100%  of  the  HIV  infected  in- 
dividuals will  progress  to  AIDS  in 
an  average  of  10-11  years.' 


rates  of  new  infections  in  some  populations  of 
homosexual  men  have  led  to  minor  reductions 
in  the  estimates  of  infected  Americans,  the 
number  of  HIV  infected  individuals  remains 
approximately  one  million  (750,000  to 
1,700, 000). 6 

Empirical  observation  suggests  70-100% 
of  the  HIV  infected  individuals  will  progress 
to  AIDS  in  an  average  of  10-11  years.  This  "in- 
cubation period"  varies  among  groups  with 
different  risk  behaviors  as  a result  of  additional 
factors  that  affect  the  level  of  resistance  to  HIV 
infection  and  its  progression  to  AIDS.  In  ad- 
dition, as  AZT  treatment  for  HIV  infection  and 
prophylaxis  for  Pneumocystis  carinii  pneu- 
monia are  initiated  more  uniformly  and  at  ear- 
lier stages  of  infection,  the  time  from  initial 
infection  until  an  individual  meets  the  criteria 
for  the  diagnosis  of  AIDS  will  lengthen. 

Lastly,  mortality  data  for  IV  drug  abusers 
in  New  York  City  suggest  AIDS  may  be  un- 
derreported in  this  population  by  as  much  as 
25-40%. 7 The  net  result  of  these  combined  ef- 
fects is  to  decrease  the  number  of  newly  di- 
agnosed cases  of  AIDS  per  year  and  thereby 
to  affect  the  accuracy  of  predictions  based  on 
Farr's  Law. 

How  can  these  confounding  factors  be 
eliminated  to  improve  the  accuracy  of  future 
predictions?  It  is  important  to  base  projections 
on  changes  in  the  yearly  seroprevalence  of  HIV 
infection  (the  actual  event  of  interest)  rather 
than  cases  of  AIDS,  a result  that  is  chronolog- 
ically remote  from  the  event  of  interest.  When 
this  has  been  done  either  alone  or  in  conjunc- 
tion with  methods  to  account  for  the  variability 


of  the  incubation  period  from  infection  to  AIDS, 
the  estimates  of  the  magnitude  and  duration 
of  the  AIDS  epidemic  are  considerably  greater 
than  those  predicted  by  Farr's  Law.1-2-8 

For  example,  a recent  study  of  26  "senti- 
nel" hospitals  from  geographically  disparate 
areas  within  the  U.S.  found  a median  sero- 
positive prevalence  of  0.7%  (range  0.1%-7.8%) 
among  individuals  without  known  HIV  infec- 
tion or  AIDS.8  Each  hospital  identified  at  least 
one  seropositive  individual  who  was  seen  for 
reasons  other  than  those  possibly  related  to 
HIV  infection.  Based  on  their  data,  the  authors 
concluded  that  this  level  of  HIV  seropositivity 
"can  only  be  consistent  with  a level  of  HIV-1 
infection  in  this  and  other  high-risk  popula- 
tions in  central  cities  in  the  U.S.  well  beyond 
that  accounted  for  by  the  number  of  cases  of 
AIDS  diagnosed  to  date.  Our  findings  yield  no 
support  for  the  premise  that  the  AIDS  epi- 
demic will  soon  abate  even  in  areas  affected 
earliest,  such  as  the  New  York  Metropolitan 
area."8 

Heterosexual  Transmission 

The  size  of  the  heterosexual  population  at 
potential  risk  for  acquiring  HIV  infection  is 
huge  even  if  the  efficiency  of  transmission  and 
rate  of  spread  in  these  individuals  is  less  than 
in  other  populations.  Spread  of  the  virus  into 
the  heterosexual  population  will  further  com- 
pound the  human  travesty,  shrink  health  care 
dollars  and  strain  health  care  delivery  systems. 
Evidence  this  process  is  already  occurring  is 
suggested  by  data  indicating  a 5-10%  increase 
in  HIV  seropositivity  and  AIDS  among  women 
during  the  past  2 years.  In  high  prevalence 
areas  the  ratio  of  HIV  positivity  in  males  to 
that  in  females  has  decreased  to  2:1,  thereby 
increasing  the  probability  of  heterosexual 
transmission.8 

An  important  aspect  is  that  teenagers  and 
young  adults,  although  knowledgeable  about 
AIDS,  its  transmission  and  risk  behaviors  to 
avoid,  lack  the  ability  to  apply  this  knowledge 
to  their  individual  situations.9- 10  In  this  context 
articles  that  project  the  magnitude  and  dura- 
tion of  the  HIV  epidemic  from  a purely  theo- 
retical point  of  view  commit  a disservice  unless 
they  also  stress  the  need  for  continued  vigi- 
lance until  objective  data  support  the  accuracy 
of  their  projections. 

Compared  to  other  states,  Iowa  has  a small 
number  of  indigenous  AIDS  cases:  1 in  1983, 
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4 in  1984,  12  in  1985,  19  in  1986,  35  in  1987,  47 
in  1988,  49  in  1989  and  65  in  1990  for  a total 
of  232.  The  limitations  of  AIDS  case  data  dis- 
cussed previously  apply  to  Iowa.  For  example, 
we  have  seen  over  400  persons  with  HIV  in- 
fection at  University  of  Iowa  Hospitals  and 
Clinics  and  Iowa  City  VA  Medical  Center  since 
1983.  However,  the  largest  number  of  individ- 
uals with  AIDS  in  Iowa  reside  in  Polk  county 
and  most  do  not  receive  their  medical  care  at 
the  University  of  Iowa.  Thus  it  would  not  be 
surprising  if  Iowa  will  provide  medical  care  to 
over  1,000  cases  of  AIDS  in  the  next  decade. 

Summary 

In  summary,  current  projections  appear 
to  underestimate  the  magnitude  and  course  of 
the  HIV  epidemic  because  they  are  based  on 
the  end  result  of  the  infection  rather  than  new 
infections.  This  concern  is  true  at  the  local  and 
the  national  level.  Accurate  planning  requires 
that  the  level  of  and  changes  in  the  prevalence 
of  HIV  seropositivity  in  a random  sample  of 
the  state  and/or  national  population  be  deter- 


mined at  periodic  intervals.  Coupling  these 
data  to  an  assessment  of  the  prevalence  of  af- 
fected individuals  at  various  stages  of  HIV  in- 
fection and  the  rate  of  progression  from  one 
stage  to  the  next  is  critical  to  projections  of  the 
future  magnitude  and  timing  of  expenditures 
for  the  various  health  care  services. 
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Featured  speakers  include: 

MikeDitka  William  C.  W 

Head  Coach  Pediatric  Orth 

Chicago  Bears  Surgeon 
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• Current  Concepts:  Treatment  of  Osteoporosis 

• Emergency  Room  Treatment  of  Hand  and 
Wrist  Injuries 

• Emergency  Room  Treatment  of  Shoulder 
Injuries 

• Imaging  of  the  Muscular  Skeletal  System 

• Sports  Medicine/Mount  Everest 
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Donald  C.  Ferlic,  M.D. 
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Our  occurrence  policy  has  been  the  industry  standard 
for  nearly  a century.  But  some  doctors  want  a claims- 
made  policy.  So  we  have  it  available.  At  the  Medical 
Protective  Company,  we  have  no  ax  to  grind.  You  can 


choose  from  a variety  of  programs,  both  occurrence  and 
claims-made,  that  offer  greater  flexibility  and  savings. 
The  choice  is  yours.  Call  us  today. 


NO  DOUBT. 


Gerry  Smeader 

Suite  512,  Merle  Hay  Tower,  3800  Merle  Hay  Road,  P.O.  Box  94127,  Des  Moines,  IA  50394 
(515)276-6202 


Letters  to  the  Editor 

Magazine  Content  Draws  Praise 

Dear  Editor: 

Thank  you  for  your  great  profile  of  the 
mission  work  in  Haiti.  I especially  appreciated 
the  subject  matter  that  you  chose  to  use  and 
its  accuracy.  God's  grace  and  peace  be  with 
you.  — Craig  C.  Schultz,  D.O.,  Dubuque. 

Dear  Editor: 

Articles  on  individualized  CME,  case  re- 
ports on  toxic  shock  syndrome,  histoplasmosis 
and  amino  glycoside  use  and  any  column  by 
Dick  Caplan,  what  else  could  I ask  for?  It  was 
almost  like  reading  a journal  customtailored  to 
my  needs  and  interests.  — John  W.  Olds,  M.D., 
Des  Moines. 


Recent  Books 


Scher,  Jonathan  and  Carol  Dix,  1990,  Prevent- 
ing Miscarriages:  The  Good  News,  Harper  and 
Row,  New  York,  New  York,  $18.95.  During 
the  past  5 years,  new  knowledge  has  evolved 
about  the  causes  of  lost  pregnancies.  This  book 
will  help  women  understand  the  causes  of 
miscarriages.  The  various  known  causes  of 
miscarriage  are  adequately  discussed  as  well 
as  management  of  women  prone  to  miscar- 
riage. Numerous  sources  of  support  for  par- 
ents are  listed  as  an  appendix.  The  authors 
write  in  an  easily  understood,  caring  manner. 
Case  examples  are  valuable  and  add  realism 
to  the  presentation. 

Zusman,  Jack,  1990,  Credentialing  and  Privileg- 
ing Systems,  American  College  of  Physician  Ex- 
ecutives, Tampa,  Florida,  $19.95.  Any  physi- 
cian serving  on  the  executive  committee  of  a 
medical  staff  should  have  access  to  this  book. 
It  is  the  “what,  where  and  how"  to  the  re- 
sponsibility of  determining  the  credentials  and 
staff  privileges  of  colleagues  seeking  positions 
on  a medical  staff.  Written  in  a concise  fashion, 
answers  are  relevant  to  the  dilemmas  often 
met  in  such  an  arduous  task.  Copies  can  be 


obtained  from  the  American  College  of  Phy- 
sician Executives,  4890  West  Kennedy  Boule- 
vard, Suite  200,  Tampa,  Florida  33609-2575. 

Klawans,  Harold  L.,  1990,  Newton's  Madness: 
Further  Tales  of  Clinical  Neurology,  Harper  and 
Row,  New  York,  New  York,  $17.95.  The  au- 
thor previously  published  a volume  of  neu- 
rologic tales  entitled  Toscanini's  Fumble.  This 
second  volume  continues  with  a number  of 
neurologic  case  studies  presented  in  a narra- 
tive style  designed  for  lay  readers  as  well  as 
light  reading  for  the  physician.  I particularly 
enjoyed  2 tales  of  the  22  presented:  “Joshua's 
Curse"  and  “The  Girl  with  Dancing  Eyes." 

Perkins-Carpenter,  Betty,  1990,  How  to  Prevent 
Falls:  A Comprehensive  Guide  to  Better  Balance, 
Senior  Fitness  Productions,  Rochester,  New 
York,  $9.95  plus  $2.00  postage  and  handling. 
Written  for  senior  citizens,  this  book  teaches 
a series  of  balancing  exercises  designed  to  help 
prevent  falling  or  in  case  of  falling  how  to  do 
so  safely — "like  cooked  spaghetti."  This  book 
has  been  endorsed  by  the  National  Safety 
Council.  The  author  is  knowledgeable  and 
works  with  seniors  in  a variety  of  arenas.  Fun 
for  the  body  provides  fun  for  the  mind. 

Meshinsky,  Joanne,  1991,  How  To  Choose  a 
Nursing  Home:  A Guide  to  Quality  Caring,  Avon 
Books,  New  York,  New  York,  paperback, 
$7.95.  The  author,  a geriatrics  nurse,  speaks 
from  over  15  years  experience  in  long-term 
care.  The  chapter  heads  indicate  the  wide  scope 
of  her  thesis:  How  nursing  homes  are  regu- 
lated and  operated,  how  to  choose  a nursing 
home  and  pay  the  fees,  the  actual  moving  into 
that  new  environment,  what  life  may  be  like 
in  a nursing  home  and  how  to  handle  prob- 
lems that  arise.  The  author  appears  to  have  a 
keen  insight  to  patient's  rights.  Response  ref- 
erences are  cited.  Also  a glossary  of  terms  as 
well  as  a short  compendium  of  drugs  used  for 
geriatric  patients  adds  to  the  value  of  the  book. 

Antonello,  Jean,  1991,  How  to  Become  Naturally 
Thin  by  Eating  More,  Avon  Books,  New  York, 
New  York,  paperback,  $4.95.  The  author  calls 
this  an  “anti-diet  book."  Her  suggestions  seem 
practical  and  throughout  her  discussion  she 
intersperses  inspirational  thoughts  to  help  the 
person  with  an  obesity  problem  develop  new 
concepts  of  eating. 
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THE  WRONG  LEGISLATION  COULD 
BE  A BITTER  PILL  TO  SWALLOW 

SYMPTOMS:  Acute  distortion  by  the  medical  liability  system.  Persistent  lobbying  by  trial 
lawyers  for  legislation  to  destroy  the  liability  reforms  passed  in  Iowa.  Chronic  fingerpointing  by 


some  elected  officials  and  special  interest  groups  trying 
scapegoats  for  increasing  healthcare  costs.  DIAGNOSIS:  A malignant 
health  care  system  caused  by  toxic  legislation.  IS  THERE  A DOCTOR  IN 
THE  SENATE?  PROGNOSIS:  If  the  medical  profession  and  other  concerned 
lant,  our  fine  medical  system  - the  best  in  the  world  - will  be  in  danger  of  being 
“cures”.  TREATMENT:  A strong  dose  of  support  for  your  voluntary  team  of 
fives  and  professional  lobbyists,  through  your  membership  in  the  Iowa  Medical 
tee  (IMPAC)  and  the  American  Medical  Political  Action  Committee  (AMPAC).  PRE- 
through  IMPAC  and  AMPAC  from  PERSONAL  CONTRIBUTIONS  go  directly,  100%,  to  help  legislators  and  candidates 
for  office  who  support  us  on  key  medical  issues.  Mail  your  PERSONAL  check  today  using  the  coupon  below  to 
ensure  a healthy  future  for  legislation  that  affects  your  patients,  your  profession  and  your  future! 


to  make  doctors 

growth  on  the 
THE  HOUSE  ...  OR 
citizens  are  not  vigi- 
crippled  by  ill-advised 
physician  representa- 
Political  Action  Commit- 
VENTION:  Funds  raised 


Enclosed  is  my  check!  Please  enroll  me  as  a member  of  IMPAC  and  AMPAC. 

$250  Gold  membership  $100  Sustaining  membership 

$150  Family  membership  Please  accept  my  additional 

support  of  $ 

(Please  Print) 

Name:  

Address:  


Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  AMA  nor  t 
IMS  will  favor  or  disadvantage  anyone  based  upon  the  amounts  of  or  failure 
to  make  pac  contributions.  Contributions  are  subject  to  the  limitations 
of  FEC  Regulations.  (Federal  regulations  require  tl 
for  by  the  Iowa  Medical  Society  Political  Action  C 
1001  Grand  Avenue,  West  Des  Moines,  Ic 
Contributions  to  AMPAC  and  IMPAC  are 
deductible  as  charitable  contributions  fo 
Federal  Income  Tax  purposes.  IF  YOUR 
PRACTICE  IS  INCORPORATED, 

IMPAC  AND  AMPAC  VOL- 
UNTARY POLITICAL 
CONTRIBUTIONS 
SHOULD  B 


& 


City/State/ZIP:  

Return  to:  IMPAC,  1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265 


ON  A PER- 
SONAL 
CHECK. 


1001  Grand  Avenue 
West  Des  Moines, 
Iowa  50265 


The  Editor  Comments 


Marion  E.  Alberts,  M.D. 

Physicians  Called 
To  Serve  Again 


3 December  1943 

ORDER  TO  REPORT  FOR  INDUCTION: 

The  President  of  the  United  States 

To:  Marion  Edward  Alberts,  Order  No.  11,401 

GREETINGS: 

23  July  1950 

From:  Commandant,  Ninth  Naval  District 

To:  LTJG  Marion  E.  Alberts,  USNR,  488013 

Subject:  Active  Duty  Orders 

Numerous  persons  have  received  official 
communications  such  as  these.  Among 
them  are  a number  of  physicians.  My  gener- 
ation has  been  plagued  with  wars  and  "con- 
flicts”: World  War  II,  Cuba,  the  Korean  con- 
flict, the  Vietnam  misfortune,  Panama, 
Granada  and  now  the  Gulf  War.  In  addition 
there  has  been  the  constant  gloom  of  the 
"cold  war." 

In  each  of  these,  physicians  have  served 
in  multiple  capacities.  Some  were  not  in 
combat  zones;  others  have  been  in  front-line 
MASH  units  or  aboard  ships  under  fire. 

Advances  in  the  care  of  battle  casualties 
have  been  phenomenal.  Preventive  medicine 
has  placed  the  combatants  in  more  favorable 
status  re  sanitation,  immunizations  and  self- 
care.  Air  transportation  and  sophisticated 
hospital  facilities  have  aided  expeditious  aid 
to  the  wounded.  Many  techniques  devel- 
oped during  war  have  been  incorporated 
into  every  day  emergency  care. 

During  World  War  I combatants  were 
faced  with  chemical  warfare  — nerve  gas. 
Our  service  personnel  in  the  Gulf  War  faced 
the  same  terrors.  May  it  never  happen! 


Guided  missiles,  sophisticated  bombing  and 
booby-traps  are  horrendous  enough  without 
the  inhuman  use  of  chemical  and  biologic 
warheads.  Nuclear  weapons  are  another  in- 
human factor  to  be  considered.  America 
does  not  stand  guiltless  in  this  matter  inas- 
much as  we  were  the  first  to  use  nuclear 
bombs  in  Japan.  The  destruction  and  terror 
rendered  by  those  attacks  undoubtedly 
shortened  the  war,  but  do  we  ever  need  to 
repeat  such  an  attack? 

A number  of  Iowa  physicians  were 
called  to  active  duty.  I know  the  feeling:  in- 
duction to  serve  during  World  War  II,  recall 
to  active  duty  in  1950,  stand-by  orders  to  re- 
port within  24  hours  during  the  Vietnam 
conflict;  and,  finally  retired  status  in  the 
Navy  Reserve.  I have  no  regrets  that  I was 
called  to  serve;  but,  it  is  all  so  needless. 

Many  others  have  lived  with  these  shadows 
over  their  lives  and  it  is  all  so  unfortunate.  It 
is  often  said  "war  is  hell."  If  that  is  true,  as 
surely  it  is,  why  does  mankind  continue  to 
subject  itself  to  repeated  eras  of  hell?  Hu- 
man nature  being  as  it  is,  war  will  probably 
continue  for  eons  to  come.  Cain  and  Abel 
fought  a disastrous  conflict;  men  and  nations 
have  continued  the  same  innane  behavior. 
There  may  have  been  good  things  resulting 
from  wars,  but  the  costs  have  been  very 
high.  Let  us  hope  humans  will  ultimately 
learn  to  solve  problems  in  a saner  manner. 

We  must  continue  to  support  our  serv- 
ice personnel  and  our  policy  makers  in  gov- 
ernment. All  of  us  should  strive  to  make  our 
world  a stable  brotherhood.  May  all  our  men 
and  women  who  serve  in  the  Gulf  War  re- 
turn home  safe  and  sound.  — M.E.A. 
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IFMC  Case  Notes 


Inadequate  Follow-up  of 
Abnormal  Lab  Values 


A 71-year-old-female  was  admitted  to  the 
hospital  with  shortness  of  breath  and  ab- 
dominal pain.  She  had  a history  of  severe 
chronic  obstructive  pulmonary  disease  and 
secondary  carbon  dioxide  retention.  Her  tem- 
perature was  100°  Fahrenheit. 

The  physician  requested  a consult  by  a 
gastroenterologist.  An  intravenous  antibiotic, 
cefuroxime  750  mg  IV  every  8 hours,  was  used 
for  1 day.  The  patient  was  also  treated  with 
theophylline  300  mg  3 times  daily.  This  was 
decreased  to  theophylline  300  mg  twice  daily 
at  discharge. 

A theophylline  level  was  obtained  and  was 
below  the  therapeutic  level.  A chest  x-ray 
showed  a left  lower  lobe  infiltrate  that  indi- 
cated a possible  new  acute  process.  The  pa- 
tient had  a productive  cough.  A sputum  cul- 
ture and  sensitivity  was  ordered  but  wasn't 
reported  until  after  discharge.  The  WBC  was 
elevated  with  a left  shift.  The  patient  was  dis- 
charged without  further  treatment  of  an  in- 
fection. 

At  home,  she  began  coughing  up  green 
sputum  and  developed  chest  pain,  fevers,  chills 
and  sweats.  The  patient  returned  to  the  hos- 
pital 4 days  later  in  respiratory  distress.  Bilat- 
eral rales  were  noted.  She  was  treated  with 
steroids,  antibiotics,  inhalation  bronchodila- 
tors  and  theophylline. 

Reviewer  Comments 

The  IFMC  reviewing  physician  deter- 
mined the  second  admission  was  a continua- 
tion of  the  first  episode;  the  first  discharge  was 
determined  to  be  premature. 


This  article  was  written  by  Dennis  Walter,  M.D.,  an  IFMC  reviewer 
and  past  IMS  president. 


In  this  case,  significant  abnormal  diag- 
nostic findings  were:  1)  a possible  new  acute 
process  in  the  left  lower  lobe,  2)  an  elevated 
WBC  with  left  shift,  3)  an  abnormal  sputum 
culture  which  was  reported  the  day  after  dis- 


'A  theophylline  level  was  ob- 
tained and  was  below  the  thera- 
peutic level.  A chest  x-ray  showed 
a left  lower  lobe  infiltrate  that  in- 
dicated a possible  new  acute 
process.  The  patient  had  a pro- 
ductive cough.' 


charge  (preliminary  report  available  on  the  day 
of  discharge),  and  4)  a theophylline  level  be- 
low therapeutic  levels. 

The  patient  wasn't  dismissed  on  antibiot- 
ics (intravenous  antibiotics  were  used  for  only 
1 day).  Her  theophylline  dosage  was  reduced 
at  discharge  even  though  subtherapeutic  blood 
levels  were  found. 

The  patient  should  have  been  stabilized 
on  oral  antibiotics  and  the  culture  and  sensi- 
tivity evaluated.  The  subtherapeutic  theo- 
phylline level  should  have  been  addressed  and 
the  dosage  adjusted  accordingly.  The  physi- 
cian should  have  followed  up  with  chest  film 
to  assess  the  patient's  progress  prior  to  dis- 
charge. 

According  to  HCFA  guidelines,  this  is  de- 
termined to  be  a quality  concern  with  an  as- 
signed severity  level  III. 
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Iowa  Department  of  Public  Health 


Alternative  to  Nursing  Homes 


/ / T guess  it's  a nursing  home  for  Mom  and 
A Dad."  How  many  times  have  you  heard 
this  statement  from  the  son  or  daughter  of  one 
of  your  elderly  patients?  Family  members  often 
reach  the  conclusion  that  a nursing  home  is 
the  only  answer  when  elderly  parents  can  no 
longer  meet  their  personal  care  needs  or  "keep 
up  the  house."  The  family  would  like  to  help, 
but  their  days  and  nights  are  filled.  Perhaps 
elderly  parents  won't  accept  help  from  their 
children.  How  do  you  respond? 

Every  county  in  Iowa  has  an  agency  that 
provides  Homemaker-Home  Health  Aide 
(HHHA)  services,  a viable  alternative  to  insti- 
tutional care  for  many  elderly.  Homemaker- 
Home  Health  Aides  are  not  nurses,  cleaning 
ladies  or  babysitters.  HHHAs  provide  services 
in  the  home  that  help  elderly  citizens  control 
their  daily  routine. 

HHHAs  provide  assistance  with  bathing 
and  personal  hygiene,  laundry,  light  house- 
keeping, meal  planning  and  preparation,  run- 
ning errands,  helping  with  budgeting  and 
money  management  and  providing  respite  to 
the  regular  caregiver.  Services  are  tailored  to 
the  needs.  They  don't  replace  help  willingly 
being  given  by  family  and  friends;  they  fill  the 
gaps  where  things  aren't  getting  done. 

Most  Homemaker-Home  Health  Aide 
services  in  Iowa  are  provided  by  the  105  local 
government  and  nonprofit  agencies  that  sub- 
contract with  the  County  Boards  of  Supervi- 
sors for  state  funds.  If  the  aide  service  is  paid 
by  Medicare  or  Medicaid,  the  aide  must  com- 
plete a competency  evaluation  process. 

A call  to  the  local  agency  will  initiate 
HHHA  service.  Anyone  can  make  this  call:  a 
physician,  family,  friends  or  the  potential 


This  information  on  public  health  matters  is  furnished  and  spon- 
sored by  the  Iowa  Department  of  Public  Health. 


client.  An  agency  representative  will  visit  the 
home  of  the  potential  client  to  complete  a needs 
assessment.  Referrals  will  be  made  to  other 
service  organizations,  such  as  skilled  nursing 
services,  for  evaluation  when  needed. 

If  it  appears  the  applicant  will  benefit  from 
HHHA  service,  a care  plan  will  be  developed 
with  input  from  the  applicant  and/or  family. 
The  most  appropriate  funding  source  (Medi- 
care, Medicaid,  state  funds,  etc.)  will  be 
tapped,  and  the  fee  for  service,  if  any,  will  be 
explained.  All  state-funded  agencies  are  re- 
quired to  implement  a sliding  fee  scale  based 
upon  the  individual's  income  and  resources. 

The  frequency  and  length  of  HHHA  visits 
depends  upon  individual  need:  it  may  be  as 
often  as  daily  (for  personal  care  or  meal  prep- 
aration) or  as  infrequently  as  once  a month 
(when  health  problems  prohibit  the  client  from 
doing  such  tasks  as  running  a vacuum  cleaner). 

The  local  agency  providing  Homemaker- 
Home  Health  Aide  service  can  be  identified  by 
calling  your  County  Board  of  Supervisors,  the 
Area  Agency  on  Aging,  the  local  office  of  the 
Department  of  Human  Services  or  the  county 
public  health  nursing  program.  Information  on 
local  agencies  is  also  available  from  the  Iowa 
Department  of  Public  Health,  515/281-6535. 

In  several  Iowa  counties,  a case  manage- 
ment program  is  operated  through  the  Area 
Agency  on  Aging.  This  program,  operated 
through  the  Department  of  Elder  Affairs,  pro- 
vides screening  and  comprehensive  needs  as- 
sessments to  persons  60  years  of  age  and  older 
who  apply  for  services  through  a number  of 
human  service  agencies.  Coordination  of  serv- 
ices and  "single  entry  point"  access  are  the 
hallmarks  of  case  management;  avoidance  of 
unnecessary,  premature  or  inappropriate 
nursing  home  placement  is  the  goal  of  the  pro- 
gram. 
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A NEW  TEST  TO  MONITOR  BLOOD  CON- 
CENTRATION LEVELS  OF  PROCARDIA  has 

been  developed  at  the  UI.  Nifedipine  enzyme 
immunoassay  uses  certain  antibodies  to  meas- 
ure the  concentration  of  calcium  channel 
blockers.  The  test,  developed  by  Howard 
Hughes  Medical  Institute  investigator  Kevin 
Campbell,  physiology  and  biophysics,  will  for 
the  first  time  allow  physicians  to  routinely  con- 
firm accurrate  dosage  levels  of  Procardia. 

PEOPLE  DIAGNOSED  WITH  "ENVIRON- 
MENTAL ILLNESS,"  "20th  century  disease,"  or 
"multiple  chemical  sensitivity,"  may  actually  have 
a psychiatric  disorder,  reported  Donald  Black, 
psychiatry.  A study  of  26  people  diagnosed  found 
that  65%  met  the  criteria  for  a major  mental  dis- 
order, including  depression  and  anxiety  disorders, 
as  compared  to  28%  among  control  subjects  of  the 
same  age  and  sex.  The  results  of  the  study  challenge 
physicians  who  specialize  in  "clinical  ecology"  to 
prove  the  existence  of  a separate  disease  as  well  as 
traditional  practitioners  to  develop  new  approaches 
to  treat  people  with  vague  symptoms. 

THE  INCREASED  USE  OF  INFECTION  PRE- 
CAUTIONS in  the  U.S.  cost  an  estimated  $336 
million,  reports  a study  by  Richard  Wenzel, 
epidemiology.  This  first  critical  examination 
of  infection  guidelines  issued  by  the  CDC  is 
based  on  a 5-year  review  of  purchasing  and 
supply  records  at  UI  Hospitals  and  Clinics. 
Adjusted  for  inflation,  the  cost  of  isolation  ma- 
terials increased  by  $7.99  per  admission  and 
outpatient  costs  grew  $90  per  1,000  visits.  Two- 
thirds  of  the  cost  was  due  to  increased  rubber 
glove  use.  Compliance  with  glove  use  rec- 
ommendations in  U.S.  hospitals  is  60-90%. 

THE  DETECT  IN  HUMAN  CYSTIC  FIBROSIS 
CELLS  in  a laboratory  culture  can  be  corrected  with 
gene  insertion  techniques,  found  researchers  led  by 
Howard  Hughes  Medical  Institute  investigator 
Michael  Welsh,  internal  medicine.  The  success 


This  material  is  furnished  by  the  U.  of  I.  Health  News  Service. 


of  this  technique  shows  that  a therapy  based  on 
correction  of  the  underlying  defect  is  feasible.  UI 
scientists  collaborated  on  the  project  with  research- 
ers from  Genzyme  Corporation  of  Framingham, 
Massachusetts  and  Tufts  University  School  of  Med- 
icine. 

GRANT  NEWS.  . . .The  first  and  only  Na- 
tional Center  for  Voice  and  Speech  has  been 
established  at  the  UI  Colleges  of  Liberal  Arts 
and  Medicine  with  the  award  of  a 3-year,  $8.5 
million  grant  from  the  National  Institutes  of 
Health.  The  center,  directed  by  Ingo  Titze  and 
John  Folkins,  speech  pathology  and  audiol- 
ogy, will  research  protecting,  rehabilitating  and 
enhancing  voice  and  speech.  . . . The  Arthur 
D.  Steffee  Endowed  Professorship  for  Spine 
Research  is  being  established  through  a 
$500,000  pledge  to  the  UI  from  the  AcroMed 
Corporation  of  Cleveland,  Ohio.  The  position 
is  named  for  Dr.  Arthur  Steffee,  one  of  the 
country's  leading  spine  surgeons.  . . .Assets 
from  a 20-year  trust  fund  established  by  Cecil 
S.  O'Brien,  former  head  of  ophthalmology,  and 
his  wife  Lillian  are  funding  a new  center  for 
the  study  of  macular  diseases.  James  Folk  and 
Edwin  Stone,  ophthalmology,  will  coordinate 
the  center's  efforts  to  determine  the  causes  of 
and  develop  new  methods  for  treating  age- 
related  macular  degeneration.  . . .Research 
laboratories  used  in  studying  the  pathology  of 
brain  and  nervous  system  diseases  are  being 
more  than  doubled  in  size  thanks  to  a $655,000 
award  from  the  National  Heart,  Lung  and 
Blood  Institute.  The  expansion  will  allow  sci- 
entists to  conduct  more  sophisticated  re- 
search, attract  high  quality  faculty  and  train 
more  students  in  the  neurosciences. 

DR.  PAUL  A.  POMREHN,  JR.,  has  been  ap- 
pointed associate  dean  for  student  affairs  and  cur- 
riculum for  the  College  of  Medicine.  He  succeeds 
Dr.  Charles  Helms,  internal  medicine,  who  has 
resumed  teaching  and  research  duties.  Pomrehn, 
Preventive  Medicine  and  Environmental 
Health,  has  been  a faculty  member  since  1980. 
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Dr.  N.  K.  Pandeya  of  Cosmetic  Surgery  Center 
of  Des  Moines,  P.C.,  has  been  named  Military 
Consultant  for  Plastic  Surgery,  United  States 
Air  Force.  Dr.  Pandeya  is  a colonel  in  the  U.S. 
Air  Force  Medical  Corp.  and  commander  of 
the  132nd  TAC  Flospital  in  Des  Moines.  Dr. 
Douglas  Weedman  has  joined  the  staff  of  Fam- 
ily Medicine  Clinic  of  Onawa.  Dr.  Weedman 
received  the  M.D.  degree  from  the  University 
of  Nebraska  College  of  Medicine,  Omaha,  Ne- 
braska and  most  recently  practiced  in  Las  Ve- 
gas, Nevada.  Dr.  Eugene  Lister  has  retired 
after  practicing  medicine  in  the  Dallas  Center 
area  for  40  years.  Dr.  Lister  received  the  M.D. 
degree  at  the  U.  of  I.  College  of  Medicine  and 
interned  at  Iowa  Lutheran  Hospital,  Des 
Moines.  Clinton  County  Medical  Society  has 
elected  new  officers  for  1991-92:  Dr.  Ronald 
Vidal,  president;  Dr.  Jay  Ginther,  vice  presi- 
dent; Dr.  Xerxes  Colah,  secretary-treasurer. 
Dr.  Richard  Strickler,  formerly  of  Fontanelle 
Medical  Clinic,  has  joined  Dr.  De  Regnier  at 
the  Madison  County  Medical  Associates  office 
in  Winterset.  New  officers  of  the  medical  staff 
at  North  Iowa  Medical  Center  are  as  follows: 
Dr.  Shivaram  Shetty,  president;  Dr.  Phillip 
Lee,  president-elect;  Dr.  Bradley  Isaak,  sec- 
retary-treasurer. Dr.  Patrick  Ryal,  Nora 
Springs,  has  been  named  a fellow  of  the  Amer- 
ican Academy  of  Family  Physicians.  Dr.  James 
Oggel,  Sioux  City,  has  been  elected  president 
of  the  Iowa  Society  of  Allergy  and  Immunol- 
ogy. Dr.  Loren  Olson,  medical  director  of  psy- 
chiatry at  Iowa  Methodist  Medical  Center  in 
Des  Moines,  recently  completed  an  advanced 
professional  management  education  program 
at  the  American  College  of  Physician  Execu- 
tives' 1990  National  Institute  in  Hilton  Head, 
South  Carolina.  The  following  physicians  were 
elected  officers  of  the  Stewart  Memorial  Com- 
munity Hospital  staff  in  Lake  City:  Dr.  Donald 
Skinner,  president;  Dr.  David  Archer,  vice 
president;  Dr.  Philip  Zimmerman,  secretary. 
Dr.  Russell  Watt,  Marshalltown  opthalmolo- 
gist,  has  been  awarded  certification  in  the  sub- 
specialty field  of  cataract/implant  surgery  from 
the  American  Board  of  Eye  Surgery.  Dr.  Mi- 


chael Lindstrom,  Mason  City,  was  recently 
named  a diplomate  of  the  American  Board  of 
Family  Practice.  The  following  surgeons  were 
called  to  active  duty  in  the  Gulf  War:  Drs.  An- 
son Yeager,  Jr.,  Thomas  Carlstrom,  Kendall 
Reed  and  Eugene  Cherny,  all  of  Des  Moines; 
Ricky  Wilkerson,  Spencer;  David  Arnold, 
Davenport  and  Y.  Don  Joo,  Clarinda.  Dr. 
Donald  Nelson,  Cedar  Rapids,  was  recently 
selected  as  the  Iowa  Academy  of  Family  Phy- 
sicians Educator  of  the  Year  for  his  work  in 
the  Cedar  Rapids  residency  program.  Dr.  Nel- 
son is  the  director  of  the  ob/gyn  curriculum  in 
the  program.  The  following  physicians  have 
been  elected  to  the  Park  Clinic  board  in  Mason 
City:  Dr.  Mark  C.  Johnson,  chairman.  Dr.  Mi- 
chael W.  Crane,  vice  chairman  and  Dr.  Boh- 
dan  K.  Wasiljew,  secretary/treasurer.  Dr. 
Samuel  D.  Porter,  of  St.  Joseph  Mercy  Hos- 
pital in  Mason  City,  has  been  selected  for  in- 
clusion in  Who's  Who  in  Health  & Medical  Serv- 
ices, 1990  edition.  Dr.  Porter  was  first 
recognized  in  the  1969  edition  of  Who's  Who. 
Dr.  Jack  Consamus  was  recently  appointed 
medical  director  of  Davenport's  St.  Luke's 
Hospital  laboratory.  The  following  physicians 
have  been  elected  to  the  medical  staff  board 
at  Iowa  Lutheran  Hospital,  Des  Moines:  Dr. 
Larry  Heller,  chief,  Dr.  Larry  Baker,  chief-elect. 
Dr.  David  Baridon,  secretary.  Dr.  Gregory 
Smith,  treasurer.  Dr.  Leopoldo  Delucca,  Fort 
Dodge,  has  been  included  in  the  first  edition 
of  Citation's  Who's  Who  Among  Rising  Young 
Americans,  1991  edition.  Dr.  Paul  Ferguson, 
Lake  City,  was  recently  elected  to  the  board 
of  directors  of  the  Iowa  Association  of  Long- 
Term  Care  Facilities  Medical  Directors.  Dr. 
James  Potter  and  Dr.  Allan  Swanson  have 
joined  the  Park  Clinic  in  Mason  City.  Dr.  Pot- 
ter received  the  M.D.  degree  from  Creighton 
University  School  of  Medicine,  Omaha,  Ne- 
braska and  completed  his  residency  at  Fitzsim- 
mons Army  Medical  Center,  Aurora,  Colo- 
rado. Dr.  Swanson  received  the  M.D.  degree 
from  California  College  of  Medicine,  Los  An- 
geles, California  and  completed  a residency  at 
(Continued  next  page) 
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Los  Angeles  County  General  Hospital.  Dr.  Ed- 
ward Jacobs,  Marshalltown  family  practice 
physician,  has  retired  after  nearly  40  years  of 
medical  practice.  Dr.  Jacobs  received  the  M.D. 
degree  from  the  U.  of  I.  College  of  Medicine 
and  interned  at  St.  Luke's  Hospital  in  Spo- 
kane, Washington.  Dr.  Peter  Wallace  has  been 
elected  president  of  the  medical  staff  at  Mercy 
Hospital  in  Iowa  City.  Dr.  Wallace  practices 
with  Pediatric  Associates  in  Iowa  City.  Other 
officers  include  Dr.  Charles  Hesse,  president- 
elect and  Dr.  Ferial  Tewfik,  secretary.  Dr.  Su- 
san Sieh  has  joined  the  Park  Clinic  Women's 
Health  Center  in  Mason  City.  Dr.  Sieh  re- 
ceived the  M.D.  degree  from  the  Emory  Uni- 
versity School  of  Medicine,  Atlanta,  Georgia 
and  completed  a residency  at  the  U.S.  A.F.  Re- 
gional Hospital  at  Carswell  Air  Force  Base, 
Forth  Worth,  Texas.  Dr.  Sieh  formerly  prac- 
ticed in  Lincoln,  Nebraska. 


Deaths 


Dr.  Thomas  E.  Shonka,  81,  Red  Oak,  died 
February  7 at  Montgomery  County  Memorial 
Hospital,  Red  Oak.  Dr.  Shonka  received  the 
M.D.  degree  from  Creighton  University  School 
of  Medicine,  Omaha,  Nebraska  and  completed 
a residency  at  Mercy  Hospital,  Council  Bluffs. 
He  practiced  medicine  in  Malvern  and  Clar- 
inda  until  his  retirement  in  1979. 

Dr.  Arline  Beal,  93,  Davenport,  died  February 
13  at  Crest  Health  Care,  Davenport.  Dr.  Beal 
received  the  M.D.  degree  from  Women's  Med- 
ical College,  Philadelphia,  Pennsylvania  and 
interned  at  Southside  Hospital,  Pittsburgh, 
Pennsylvania.  She  practiced  medicine  in  Dav- 
enport for  29  years,  retiring  in  1967. 
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PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

ROBERT  G.  SMITS,  M.D.,  P.C. 

1040  5TH  AVENUE 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 


PATHOLOGY 


LABORATORY  OF  CLINICAL  MEDICINE 
DAVID  W.  GAUGER,  M.D. 

ROBERT  L.  MAAS,  M.D. 

L.  JEFF  RISSMAN,  M.D. 

11380  AURORA  AVENUE 
DES  MOINES  50322 
515/276-8402 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


REHABILITATION  MEDICINE  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 
CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

YOUNKER  REHABILITATION 
CENTER 

IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 
515/283-6434 


PSYCHIATRY 


CAVALUN  AND  ASSOCIATES,  P.C. 
HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL 
SERVICES  FOR  ADULTS,  ADOLESCENTS, 
CHILDREN  AND  INFANTS 


PULMONARY  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & CRITICAL 
CARE  ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 

DONALD  L.  BURROWS,  M.D. 

MICHAEL  WITTE,  D.O. 

PULMONARY  DISEASES 
1601  NW  114TH,  SUITE  347 
DES  MOINES  50325-7072 
24  HOUR  515/224-1777 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  O.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 

SINESIO  MISOL,  M.D. 

411  LAUREL,  SUITE  3300 
DES  MOINES  50314 
515/247-8400 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

SURGICAL  AFFILIATES,  P.C. 

JAMES  M.  CATERINE,  M.D.,  F.A.C.S. 

C.  DAVID  SMITH,  M.D. 

KATHLEEN  L.  SMITH,  M.D. 

KENDALL  REED,  D.O.,  F.A.C.O.S. 

STEVEN  A.  CAHALAN,  M.D. 

ONYEBUCHI  UKABIALA,  M.D.,  F.R.C.S. 
JOHN  STERN,  M.D. 

411  LAUREL,  SUITE  2100 
MERCY  MEDICAL  PLAZA  EAST 
DES  MOINES  50314 
515/247/3266 

. GENERAL,  THORACIC,  VASCULAR, 
ONCOLOGIC  AND  PEDIATRIC  SURGERY 

WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/283-5767 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 
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In  the  Public  Interest 


Viable  Communities 
Can  Still  Attract  Physicians 


Editor's  Note:  Paul  Seebohm,  M.D.,  consultant  to 
the  dean  of  the  Ul  College  of  Medicine,  is  this 
month's  guest  author. 

For  some  time  health  issues  in  rural  Iowa 
have  been  in  the  public  forum.  Access  to 
health  care,  reduced  reimbursement  for  serv- 
ices and  shortages  among  health  professionals 
are  the  principal  problems. 

From  a demographic,  economic,  health 
and  welfare  standpoint  many  counties  are 
"sick,"  but  there  are  many  more  that  are 
"well."  Most  of  the  "sick"  counties  and  many 
of  the  "well"  counties  are  rural.  The  well  coun- 
ties have  hospitals,  physicians  and  health 
professionals  with  capacity  to  provide  health 
care  for  the  citizens  of  their  principal  towns 
and  surrounding  populations.  It  is  not  accu- 
rate to  stereotype  all  of  rural  Iowa  as  being  in 
trouble.  Many  areas  are  not  underserved  med- 
ically, nor  on  an  economic  decline. 

Fortunately,  there  has  been  a steady  sup- 
ply of  family  physicians  with  an  interest  in 
rural  community  practice  coming  out  of  the 
educational  pipeline.  The  18th  annual  report 
of  the  statewide  family  practice  residency  pro- 
gram shows  continuing  interest  of  University 
of  Iowa  graduates  in  family  practice.  Its  4-year 
average  of  21.4%  of  graduates  entering  family 
medicine  residencies  ranks  the  UI  College  of 
Medicine  first  among  colleges  graduating  100 
or  more  students  a year,  and  is  more  than 
twice  the  national  average  of  10% . The  16-year 
average  for  retention  of  the  graduates  of  the 
family  practice  residency  in  Iowa  is  59%.  Nearly 
half  of  these  physicians  chose  practice  sites  in 
communities  with  populations  under  10,000. 
Additionally,  150  family  physicians  who  have 


trained  in  other  states  have  been  attracted  to 
practice  in  Iowa.  Since  1977  the  number  of 
family  physicians  entering  practice  annually 
has  averaged  around  70. 

However,  a substantial  number  of  family 
physicians  have  left  practice.  The  faltering 
economy,  poor  medical  liability  climate  and 
unfavorable  reimbursement  led  to  a peak  in 
losses  in  the  mid  1980s.  However,  the  profes- 
sional environment  in  Iowa  shows  clear  signs 
of  improvement.  In  1990  the  loss  of  family 
physicians  was  the  lowest  since  1982,  leading 
to  a net  gain  of  5 family  physicians  for  the  first 
time  since  1984.  With  these  reports  of  physi- 
cian production  and  rural  orientation,  supply 
cannot  be  the  principal  problem  with  physi- 
cian distribution  in  this  state.  Economically 
progressive  communities  of  5,000  population 
and  above  can  attract  newly  trained  family 
physicians. 

For  lesser  populated  areas  medical  branch 
offices  have  emerged  to  provide  a new  source 
of  medical  services.  Over  200  branch  offices 
are  now  in  place  at  remote  rural  sites. 

It  is  obvious  that  all  the  problems  asso- 
ciated with  physician  manpower  and  distri- 
bution have  not  been  solved.  Nevertheless  the 
foundation  for  the  production  of  physicians 
oriented  to  the  needs  of  Iowa  is  established 
and  working.  The  regional  networks  and  new 
physicians  are  available  to  viable  communi- 
ties, but  it  is  unlikely  hospitals  and/or  physi- 
cians can  solve  the  problems  of  economically 
and  socially  ailing  communities. 

April  1991 
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President's  Privilege 


It's  Been  a Year! 


WHAT  CAN  I PUT  THERE?  Fun,  yes  . . . 

challenging,  yes  . . . stimulating,  busy, 
educational,  frustrating,  rewarding,  time 
consuming  — yes  to  all  these.  One  thing  for 
sure,  my  year  as  IMS  president  has  passed 
very  quickly. 

As  a society  we've  done  our  business. 
We've  been  fiscally  responsible  and  legisla- 
tively involved.  IMS  committees  have  been 
extremely  active.  A few  potentially  adverse 
developments  have  been  averted  and  some 
good  things  added.  It's  been  a special  joy  to 
occupy  the  new  headquarters  building. 

My  sincere  thanks  to  the  excellent  IMS 
staff.  Their  accomplishments  are  outstanding 
in  Iowa  and  are  recognized  nationwide.  A 
huge  thank  you  goes  to  the  many  Iowa  phy- 
sicians who  have  given  much  time  and  effort 
on  the  numerous  IMS  committees.  I hope 
that  in  the  future  even  more  of  you  will  be 


involved  so  we  won't  have  to  rely  on  some 
to  do  multiple  jobs. 

Few  of  us  realize  the  tremendous  politi- 
cal and  public  relations  contributions  of  our 
outstanding  Iowa  Medical  Society  Auxiliary. 
To  all  of  you,  also,  many  thanks. 

The  rewards  of  medical  society  service 
are  tremendous.  I earnestly  recommend  each 
of  you  give  it  a try.  You'll  be  glad  you  did. 

We  are  extremely  fortunate  to  have  a 
bright,  levelheaded,  dedicated  leader  in 
Bruce  Trimble  as  our  next  president  and  I 
wish  him  the  best. 

Thanks  for  the  memories! 

Robert  D.  Whinery,  M.D. 

President 
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What's  New  in  Dermatology? 


The  authors  discuss  developments  in 
dermatology,  including  a new  drug 
for  non-responsive  acne  and  outpa- 
tient treatment  of  severe  psoriasis. 


New  Topical  Agents 

MARY  SEABURY  STONE,  M.D. 

New  topical  preparations  for  common 
skin  problems  have  become  available  in  the 
past  several  years.  These  new  agents  include 
topical  metronidazole  for  rosacea,  permeth- 
rin  for  scabies,  ketoconazole  for  seborrheic 
dermatitis  and  capsacin  for  post-herpetic 
neuralgia. 

Acne  rosacea  is  fairly  common  in  adults, 
manifested  by  facial  flushing,  telangiectasia 
and  inflammatory  papules  and  pustules. 
Rhinophyma  is  a particularly  disfiguring  se- 
quelae of  rosacea  and  is  more  common  in 
men.  A helpful  differentiating  feature  from 
acne  vulgaris  is  a lack  of  comedones  in  acne 
rosacea.  Although  medication  is  usually  not 
particularly  helpful  for  flushing,  the  inflam- 
matory lesions  of  rosacea  respond  to  oral  an- 
tibiotics such  as  tetracyclines  or  erythromy- 
cin. Although  sulfur  in  combination  with 
hydrocortisone  is  a useful  topical  prepara- 
tion in  this  disorder,  prolonged  steroid  ap- 
plication to  the  face  may  result  in  worsening 
of  the  telangiectatic  component. 


The  authors  are  associated  with  the  University  of  Iowa  Depart- 
ment of  Dermatology.  The  article  was  edited  by  Duane  Whitaker, 
M.D.,  director  of  dermatologic  surgery  and  secretary-treasurer  of  the 
Iowa  Dermatologic  Society. 


A new  and  very  effective  topical  prepa- 
ration is  available  for  rosacea  — topical  met- 
ronidazole (Metrogel®).  Applied  twice  a day, 
Metrogel®  may  allow  avoidance  or  discontin- 
uation of  oral  agents  in  many  patients. 

Reports  of  failure  of  scabies  to  resolve 
after  treatment  with  lindane  (Kwell®)  have 
been  increasing.  A new  topical  scabies  treat- 
ment, 5%  permethrin  (Elimite®)  is  now  avail- 
able. It  should  be  applied  from  head  to  toe, 
including  the  scalp  in  infants,  and  should  be 
washed  off  in  8-14  hours.  As  with  lindane 
treatment,  all  contacts  must  also  be  treated, 
symptomatic  or  not,  to  prevent  re-infection. 
Success  rates  of  91%  after  a single  treatment 
of  permethrin  are  reported.  The  drug  is 
poorly  absorbed  through  the  skin,  rapidly 
inactivated  and  readily  excreted.  It  is  felt  to 
be  safe  for  use  in  infants  and  in  pregnancy, 
a point  of  concern  with  lindane  therapy. 

Pityrosporum  ovale  is  important  in  the 
pathogenesis  of  seborrheic  dermatitis.  Most 
antiseborrheic  shampoos  contain  selenium 
sulfide  or  zinc  pyrithione  and  work  largely 
by  the  action  of  these  compounds  on 
P.  ovale.  Topical  ketoconazole  (Nizoral®)  in 
both  a cream  and  shampoo  has  become 
available  for  treatment  of  seborrheic  dermati- 
tis. The  cream  is  used  daily;  the  shampoo  is 
recommended  to  be  used  twice  weekly.  Top- 
ical ketoconazole  may  be  used  alone  in  mild 
cases  of  seborrheic  dermatitis  or  in  combina- 
tion with  topical  steroids  for  severely  af- 
fected individuals. 

A topical  medication  is  available  for 
post-herpetic  neuralgia.  Topical  capsacin 
(Zostrix®)  works  by  depletion  of  substance 
P.  Zostrix®  is  applied  4 times  daily  and  is  to 
be  used  only  to  intact  skin.  It  is  not  to  be 
used  for  pain  associated  with  the  acute  epi- 
sode of  zoster.  Due  to  release  of  substance 
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P,  many  patients  will  experience  burning 
with  application,  but  this  decreases  with 
continued  use.  Significantly  diminished  pain 
has  been  reported  in  75%  of  patients  with 
post-herpetic  neuralgia  after  4 weeks  of  use. 

Management  of  Congenital 
Melanocytic  Nevi 

ELAINE  SIEGFRIED,  M.D. 

Guidelines  have  been  created  to  stand- 
ardize the  evaluation  of  congenital  pig- 
mented nevi.  This  nevus  is  present  at  birth 
and  has  a characteristic  architecture  of  melan- 
ocytes in  the  dermis  which  may  extend  into 
the  subcutis.  The  guidelines  divide  the  nevi 
into  3 categories  according  to  size  during  in- 
fancy: small  lesions,  measuring  less  than  1.5 
centimeters  in  diameter,  occur  in  approxi- 
mately 1%  of  neonates;  large  lesions,  meas- 
uring 20  centimeters  or  greater  in  diameter, 
are  said  to  occur  in  1 in  20,000  neonates;  me- 
dium lesions  by  definition  range  from  1.5  to 
20  centimeters.  Clearly  some  large  congenital 
nevi  are  pre-malignant.  Data  implicating  the 
small  congenital  nevus  as  a melanoma  pre- 
cursor are  highly  controversial. 

The  incidence  of  melanoma  is  increasing 
faster  than  any  other  cancer.  The  baseline 
lifetime  risk  of  developing  malignant  mela- 
noma has  increased  from  1 in  1500  for  a 
child  born  in  1935  to  nearly  1 in  100  today. 
Malignant  melanoma,  if  detected  early,  is 
curable  in  up  to  98%  of  cases  with  excisional 
surgery. 

This  1%  lifetime  risk  of  melanoma  ap- 
pears to  be  increased  in  patients  with  large 
congenital  nevi  to  5-25%  over  a lifetime.  Ma- 
lignant transformation  seems  to  occur  in  a 
bi-modal  pattern,  either  prior  to  age  3 or  fol- 
lowing puberty.  We  have  no  way  to  know 
which  of  the  25%  or  less  will  degenerate  into 
malignancy.  Because  of  obvious  ethical  rea- 
sons, long-term  prospective  studies  with  a 
no-treatment  arm  will  never  be  done. 

The  risk,  if  any,  of  malignant  transfor- 
mation of  small-to-medium  sized  congenital 
nevi  is  even  less  clear-cut.  What  is  rational 
management  for  congenital  melanocytic 
nevi?  At  the  University  of  Iowa,  our  ap- 
proach to  patient  management  is  individual- 
ized. 


Other  pigmented  "birthmarks"  must  be 
distinguished  from  melanocytic  nevi.  Each 
lesion  is  carefully  assessed  and  measured.  If 
a lesion  is  suspicious  for  melanoma  or  the 
diagnosis  is  in  doubt,  a biopsy  is  obtained. 

Patient  and  family  are  educated  about 
potential  risk  for  melanoma  with  congenital 
melanocytic  nevus.  All  patients  are  taught 
self  examination  of  the  skin.  Prophylactic  ex- 
cision is  explained  and  discussed  with  all  pa- 
tients. 

Any  patient  with  a family  history  of 
melanoma,  Dysplastic  Nevus  Syndrome,  or 
other  identified  risk  for  melanoma  is  given 
higher  consideration  for  prophylactic  re- 
moval of  the  congenital  nevus.  Further 
workup  and  assessment  of  the  patient  is  in- 
dividualized. Assessment  to  document  the 
extent  of  disease  will  be  critical  for  proper 
followup  and  care  of  the  patient.  We  do  not 
recommend  laser  therapy,  radiation  therapy, 
dermabrasion  or  other  incomplete  destruc- 
tive techniques  since  the  histology  is  lost 
and  there  is  no  indication  these  decrease  the 
risk  of  melanoma. 

Graft-versus-Host  Disease 

THOMAS  RAY,  M.D, 

We  usually  consider  graft-versus-host 
disease  (GVHD)  a consequence  of  allogeneic 
bone  marrow  transplantation.  Yet,  we  have 
become  aware  GVHD  can  occur  following 
blood  and  blood  product  transfusions.  Seen 
mostly  in  immuno-compromised  patients, 
transfusion-associated  GVHD  manifests  as  a 
morbilliform  (exanthem-like)  erythema  that 
begins  in  the  skin  over  the  upper  trunk, 
spreads  peripherally  and  progresses  in  a few 
days  to  generalized  erythroderma.  The 
palms  and  soles  may  be  prominently  in- 
volved. 

Differentiating  cutaneous  features  of 
GVHD  from  a transfusion  reaction,  viral  ex- 
anthem or  drug  eruption  may  be  very  diffi- 
cult until  the  associated  fever,  anorexia,  nau- 
sea, profuse  diarrhea,  elevated  liver 
enzymes,  icterus  and  progressive  pancyto- 
penia appear.  Transfusion-associated  GVHD 
culminates  in  marrow  hypoplasia  and  is  fatal 
in  90-95%  of  cases. 

(Continued  next  page) 
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GVHD  occurs  if  immunocompetent  T 
lymphocytes  (the  graft)  are  given  to  individu- 
als (the  host)  who  are  incapable  of  rejecting 
foreign  grafts.  They  are  usually  immunocom- 
promised patients  with  congenital  immuno- 
deficiency syndromes,  hemolytic  disease  of 
the  newborn,  hematologic  malignancies,  some 
solid  tumors  or  receiving  aggressive  chemo- 
therapy or  radiation  treatment.  Hodgkin's  dis- 
ease patients  appear  to  be  especially  predis- 
posed, but  AIDS  patients  are  not. 

Whole  blood,  packed  red  cells,  platelet, 
granulocyte  and  even  fresh  plasma  transfu- 
sions can  provide  sufficient  numbers  of  via- 
ble lymphocytes  to  cause  this  disease.  This 
lymphocyte  graft  recognizes  the  host  tissue 
as  foreign,  especially  the  skin,  liver,  gas- 
trointestinal tract  and  bone  marrow,  and 
reacts  against  the  host.  Recently,  transfu- 
sion-associated GVHD  was  reported  in  im- 
munocompetent individuals  (cardiac  surgery 
patients,  premature  infants  and  single  cases 
following  cholecystectomy,  child  birth  and 
cervical  carcinoma). 

Why  some  immunocompetent  patients 
are  at  risk  is  not  clear.  It  is  evident  that  nor- 
mal patients  who  share  one  HLA  haplotype 
with  an  HLA-homozygous  blood  donor  can 
develop  GVHD  following  a transfusion  from 
that  donor.  The  host  accepts  the  donor  lym- 
phocytes since  they  have  the  same  antigens, 
but  the  donor  lymphocytes  react  against  the 
foreign  antigens  encoded  by  the  other  hap- 
lotype of  the  host  cells.  Although  rare,  this 
is  more  likely  to  occur  in  directed  blood  do- 
nations between  first  degree  family  members 
(especially  from  a child  to  a parent),  but  may 
also  occur  in  some  inbred  populations  that 
have  common  extended  HLA  haplotypes 
(Japan  or  Israel). 

There  is  no  effective  treatment  for  estab- 
lished transfusion-associated  GVHD. 

Gamma  irradiation  (15-20  Gy)  of  blood  com- 
ponent transfusions  is  the  only  current  rec- 
ommendation. Patients  suspected  of  being 
immunocompromised  should  be  transfused 
only  with  irradiated  blood  products.  Di- 
rected blood  donations  between  first  degree 
relatives  should  be  similarly  irradiated,  as 
should  blood  products  used  for  intrauterine 
transfusions.  The  differential  diagnosis  of  all 
post-transfusion  rashes  should  include  con- 
sideration of  transfusion-associated  graft-ver- 
sus-host  disease. 


Outpatient  Treatment  of 
Severe  Psoriasis 

KATHI  MADISON,  M.D. 

Psoriasis  affects  1-3%  of  the  population 
in  westernized  countries.  Of  patients  who 
seek  dermatologic  care,  about  30%  require 
treatment  more  aggressive  than  topical  med- 
ications. These  treatment  modalities  include 
phototherapy,  oral  methotrexate  and  oral 
etretinate. 

Phototherapy  with  ultraviolet  B (UVB) 
light  has  been  used  for  decades  to  treat  pso- 
riasis and  remains  a mainstay  in  the  thera- 
peutic armamentarium.  Outpatient  treat- 
ments are  generaly  given  3 or  more  times 
weekly  in  order  to  clear  the  skin  and  may  be 
followed  by  less  frequent  maintenance  treat- 
ments. The  use  of  the  oral  photosensitizing 
compound  psoralen  together  with  whole 
body  exposure  to  ultraviolet  A light  (PUVA) 
to  treat  patients  with  extensive  psoriasis  was 
approved  by  the  FDA  in  1982.  Outpatient 
treatments  are  generally  delivered  twice 
weekly  until  clearing  is  achieved  and  are  fol- 
lowed by  a gradually  decreasing  frequency 
of  maintenance  treatments.  PUVA  therapy 
requires  patients  protect  their  eyes  with 
UVA-blocking  glasses  for  an  extended  pe- 
riod of  time  following  the  ingestion  of  psora- 
len. 

Both  types  of  phototherapy  require  care- 
ful dosing  of  light  and  close  patient  fol- 
lowup. Long-term  side  effects  include  accel- 
erated cutaneous  aging  and  the  risk  of  skin 
cancer.  Patients  who  have  psoriasis  primar- 
ily involving  the  hands  and  feet  can  be 
treated  using  topical  psoralen  soaks  followed 
by  UVA  exposure  in  a hand-foot  photother- 
apy unit  and  avoid  the  need  for  extended 
eye  protection. 

Methotrexate  is  a very  effective  treat- 
ment for  severe  psoriasis  when  given  as  a 
single  weekly  oral  dose  of  10-20  mg.  Al- 
though this  dose  is  far  less  than  that  gener- 
ally used  in  cancer  chemotherapeutic  proto- 
cols, serious  side  effects  can  occur  and 
patients  must  be  carefully  evaluated  before 
and  during  therapy.  The  most  serious  long- 
term side  effect  is  hepatotoxicity.  Liver  bi- 
opsy has  been  the  only  reliable  method  for 
detecting  methotrexate  hepatotoxicity;  biop- 
sies are  generally  performed  before  or 
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shortly  after  beginning  treatment  and  after 
every  1.0-1. 5 grams  of  methotrexate  taken  by 
the  patient. 

Etretinate  is  a synthetic  vitamin  A deriv- 
ative (retinoid)  available  for  oral  use  in  the 
United  States  since  1986.  It  is  dramatically 
effective  in  the  pustular  and  erythrodermic 
varieties  of  psoriasis  but  is  also  helpful  for 
treatment  of  severe  plaque-type  psoriasis. 
Mucocutaneous  side  effects  include  chapped 
lips,  dry  nasal  mucosa,  eye  irritation,  skin 
fragility,  hair  loss  and  peeling  of  palms  and 
soles.  Side  effects  of  more  concern  during 
long-term  use  are  hyperlipidemia  and  the 
development  of  skeletal  hyperostosis.  Etre- 
tinate is  a potent  teratogen  with  a very  long 
elimination  half-life  and  therefore  must  not 
be  used  to  treat  women  of  child-bearing  po- 
tential. 

Pulsed  Dye  Laser  Treatment 
for  Port  Wine  Stain 
Birthmarks 

DUANE  WHITAKER,  M.D. 

Port  wine  stains  or  nevus  flammeus  occur 
in  about  3 per  1000  births.  Nevus  flammeus 
is  a congenital  vascular  malformation  of  the 
dermis.  At  birth  there  is  no  subcutaneous 
component  or  alteration  in  the  contour  and 
texture  of  the  dermis  itself.  Nevus  flammeus 
which  occur  at  the  nape  of  the  neck  ('stork 
bite')  usually  vanish  with  time.  Other  nevus 
flammeus  are  usually  present  for  a lifetime. 
These  may  vary  in  color  from  light  pink  to 
dark  red.  As  patients  grow  into  adulthood, 
the  lesions  may  hypertrophy  and  nodular  le- 
sions may  arise. 

For  patients  with  facial  port  wine  stains, 
Sturge-Webber  Syndrome  and  vascular  mal- 
formations which  extend  into  deeper  tissues 
must  be  ruled  out.  Sturge-Webber  is  a con- 
stellation of  findings  which  includes  nevus 
flammeus  (commonly  of  the  opthalmic  distri- 
bution of  the  trigeminal  nerve),  glaucoma, 
mental  retardation  and  seizures.  The  major- 
ity of  patients  with  nevus  flammeus,  how- 
ever, are  normal  except  for  the  vascular 
birthmark.  Numerous  treatment  modalities 
including  XRT,  cryosurgery,  excisional  sur- 
gery, electrosurgery  and  tatooing  have  all 
been  used  with  unsatisfactory  results.  Cos- 


metics will  cover  most  port  wine  stains. 
However,  many  patients  find  this  unsatisfac- 
tory. 

The  pulsed  dye  laser  at  577  and  585  nm. 
provides  the  most  satisfactory  treatment  to 
date.  Both  argon  and  C02  laser  have  been 
used  in  the  past.  However,  scarring,  depig- 
mentation and  texture  changes  can  occur 
with  these  lasers. 

With  the  tunable  dye  laser,  we  have 
found  that  nearly  all  port  wines  are  im- 
proved and  there  is  less  than  1%  risk  of 
scarring  or  depigmentation.  While  there  is 
some  discomfort  associated  with  the  treat- 
ment, most  adults  require  no  anesthesia  or 
sedation  for  the  procedure. 

The  immediate  result  of  treatment  is 
bruising  of  the  skin  which  resolves  over  a 
period  of  several  weeks.  There  is  no  wound 
per  se  and  therefore  no  time  is  lost  from 
work  or  school.  The  laser  light  is  absorbed 
in  vascular  tissue  and  injury  to  the  remain- 
der of  the  dermis  is  nil.  Patients  usually 
have  no  change  in  texture  of  the  skin. 

Sweating  Problems 

KENZO  SATO,  M.D.,  PH.D. 

Too  much  sweating  (hyperhidrosis) 
causes  discomfort  and  inconvenience  to  pa- 
tients and  can  impair  their  social  and  occu- 
pational activities.  It  can  also  be  an  initial 
sign  of  systemic  illness.  Too  little  sweating 
(hypohidrosis  or  anhidrosis)  is  potentially 
life-threatening,  especially  in  warm  environ- 
ments or  during  physical  activities. 

Diagnosing  the  causes  of  abnormal 
sweating  involves  teamwork  by  dermatolo- 
gists, neurologists,  neurosurgeons,  intern- 
ists, pathologists,  physiologists  and  radiolo- 
gists. 

The  most  common  sweating  problem  we 
encounter  in  the  University  of  Iowa  Derma- 
tology Clinic  is  hyperhidrosis  of  the  palms 
and  soles.  Although  the  exact  cause  of  such 
emotional  sweating  is  unknown,  we  are  now 
offering  a comprehensive  training  program 
to  teach  patients  to  treat  this  problem  at 
home.  The  therapeutic  modality  is  called 
"tap  water  iontophoresis"  and  its  safety  and 
efficacy  have  been  well  established. 

(Continued  next  page) 
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Excessive  sweating  of  the  axillae  is  now 
successfully  treated  with  a topical  aluminum 
chloride  solution  without  surgical  removal  of 
axillary  skin. 

Diagnosis  of  sweating  problems  often 
requires  a careful  history  and  physical  exam- 
ination, mapping  of  the  skin  area  with  spon- 
taneous sweating  or  lack  of  sweating,  study 
of  the  sweating  responses  to  thermal  and 
pharmacological  stimuli,  skin  biopsy,  neuro- 
logical examination  of  sensory,  motor  and 
automatic  function,  determination  of  body 
temperature,  x-ray  examination,  CT  scan  or 
MRI. 

In  our  experience,  patients  referred  for 
examination  of  excessive  “generalized" 
sweating  rarely  show  increased  sweating 
over  the  entire  body  surface.  They  are  likely 
to  have  segmental  or  localized  sweating  suf- 
ficient to  soak  the  garment.  Mapping  the 
sweating  area  is  an  indispensable  part  of  the 
initial  examination.  Excessive  sweating  can 
be  an  early  sign  of  systemic  illnesses  or  in- 
ternal cancers  or  tumors. 

Cutaneous  Lymphoma 

WARREN  PIETTE,  M.D. 

Extracorporeal  photopheresis  (extracor- 
poreal photochemotherapy,  ECP)  is  a new 
approach  to  the  treatment  of  cutaneous  T- 
cell  lymphoma  and  has  the  potential  for  al- 
ternative therapy  in  a number  of  autoim- 
mune diseases.  This  technique  represents  a 
hybrid  of  more  standard  psoralen  and  ultra- 
violet-A  therapy  (PUVA  therapy)  used  for 
diseases  such  as  psoriasis  and  cutaneous  T- 
cell  lymphoma  and  the  leukapheresis  proce- 
dures long  available  in  hospital  blood  bank 
centers. 

A patient  receiving  ECP  therapy  is  ad- 
ministered a dose  of  8-methoxypsoralen 
orally  which  is  known  to  yield  an  adequate 
serum  level.  The  patient  is  connected  by  an 
intravenous  catheter  to  a modified  photo- 
pheresis machine,  which  separates  and  con- 
centrates the  buffy  coat  from  the  patient's 
blood  and  recirculates  the  buffy  coat  through 
a special  chamber  where  it  is  irradiated  by 
controlled  ultraviolet  A light. 

The  remaining  blood  fractions  of  plasma 
and  red  cells  are  returned  to  the  patient  in  a 
cycled  fashion,  without  exposure  to  ultravi- 


olet light.  After  5 cycles  of  buffy  coat  separa- 
tion and  irradiation,  the  buffy  coat  is  also  re- 
turned to  the  patient.  The  2 consecutive 
days  of  treatment  constitute  a treatment 
cycle;  patients  will  ordinarily  receive  addi- 
tional cycles  at  4 to  5- week  intervals. 

This  therapy  appears  to  be  most  useful 
in  the  Sezary  syndrome  variant  of  cutaneous 
T-cell  lymphoma  (CTCL),  but  may  also  aid 
patients  with  other  treatment-resistant 
forms.  Patients  with  Sezary  syndrome  usu- 
ally experience  total  body  erythema,  intoler- 
able burning  or  pruritus  and  increased  atypi- 
cal lymphocytes  in  the  peripheral  blood. 
Sezary  syndrome  has  been  very  resistant  to 
usual  therapies  for  CTCL,  but  many  patients 
have  responded  to  ECP,  some  dramatically. 

Leukapheresis  of  Sezary  syndrome  pa- 
tients does  not  yield  similar  results, 
suggesting  ECP  is  not  simply  killing 
the  malignant  cells.  Experimental  results  in 
animal  studies  suggest  antigen-specific  im- 
mune modulation  may  be  occurring  with 
this  form  of  treatment.  CTCL  is  the  only 
FDA-approved  indication  for  this  treatment, 
but  initial  studies  suggest  some  benefit  in  se- 
lected patients  with  progressive  systemic 
sclerosis  and  in  pemphigus  vulgaris.  A very 
preliminary  study  in  5 HIV-infected  patients 
was  recently  published,  but  a larger  study  is 
needed. 

Treating  Acne  with 
Oral  Retinoids 

JOHN  STRAUSS,  M.D. 

Oral  retinoids  have  revolutionized  the 
treatment  of  acne  patients  who  previously 
were  considered  totally  recalcitrant  to  any 
form  of  therapy.  However,  there  have  been 
significant  problems  related  to  the  toxicity  of 
oral  retinoids. 

13-cis-retinoic  acid  (isotretinoin)  (Accu- 
tane®), given  orally,  has  a marked  inhibitory 
effect  on  sebaceous  gland  function.  It  also 
may  inhibit  follicular  keratinization,  indi- 
rectly inhibits  follicular  bacterial  growth  and 
has  an  anti-inflammatory  effect.  Though 
long-lasting  remissions  have  been  induced  in 
patients  with  severe,  highly  inflammatory, 
treatment-resistant  acne,  this  drug  should  be 
approached  with  extreme  caution  because  of 
its  toxicity  pattern. 
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Every  patient  given  Accutane®  will  de- 
velop some  evidence  of  chronic  hypervitami- 
nosis  A toxicity.  The  most  common  changes 
associated  with  chronic  hypervitaminosis  A 
are  integumentary,  including  cheilitis,  dry 
skin,  fragility  of  the  skin,  dry  mucous  mem- 
branes, an  ill-defined  dermatitis  and  hair 
loss.  Systemic  side  effects  include  elevated 
serum  triglycerides  accompanied  by  de- 
creased high  density  lipoproteins,  bony  hy- 
perostoses, pseudotumor  cerebri,  ocular 
changes  and  a host  of  central  nervous  sys- 
tem changes. 

The  most  serious  side  effect  is  the  tera- 
togenetic  effect  of  this  drug.  This  is  not 
unique  to  isotretinoin,  but  is  common  in  all 
oral  retinoids  given  in  comparable  dosages. 
The  effect  is  on  early  organogenesis;  there- 
fore, peak  effects  occur  around  the  third 
week  of  gestation.  Retinoic  acid  embryopa- 
thy involves  the  central  nervous  system,  the 
auditory  system,  the  craniofacial  bones,  the 
major  blood  vessels  and  the  thymus.  Isotre- 


tinoin therapy  is  absolutely  contraindicated 
in  women  of  childbearing  potential  unless 
the  patient  is  fully  protected  with  effective 
birth  control  techniques.  The  patient  must 
be  fully  informed  about  the  dangers  of  preg- 
nancy. If  there  is  any  question  the  patient 
will  not,  or  cannot,  practice  absolute  birth 
control,  the  drug  must  not  be  given.  Birth 
control  must  begin  at  least  one  month  before 
the  drug  is  started  and  continued  for  at  least 
one  month  after  the  drug  is  stopped.  Pa- 
tients must  be  seen  on  a monthly  basis  to 
check  for  pregnancy  and  to  provide  contin- 
ued counselling  on  birth  control. 

This  drug  should  be  reserved  for  those 
who  do  not  respond  to  any  other  form  of 
therapy  and  should  not  be  administered  by 
those  who  are  not  fully  knowledgeable 
about  its  many  side  effect  patterns. 

References 

References  are  available  from  the  Univer- 
sity of  Iowa  Department  of  Dermatology. 


If  someone  you  know  needs 
confidential,  professional  help  for 
an  alcohol  or  drug  addiction,  tell 
them  about  Heartland  Place,  a new 
residential  treatment  facility  of 
Mercy’s  Addictions  Recovery  Center 
(MARC)  in  Davenport. 

Part  of  MARC’s  comprehensive 
continuum  of  care,  Heartland  Place 
offers  lower  cost  treatment  in 
distinctive  surroundings. 

Find  out  more  today  about 
MARC’s  high  quality  substance 
abuse  treatment  programs.  Call  us 
at  319-383-2799,  or  toll  free  at 
1-800-383-HOSP,  for  a free  brochure 
and  videotape. 


% Mercy’s  Addictions 
[ill  Recovery  Center 

Mercy  Hospital  Davenport,  Iowa 
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THE  WRONG  LEGISLATION  COULD 
BE  A BITTER  PILL  TO  SWALLOW 

SYMPTOMS:  Acute  distortion  by  the  medical  liability  system.  Persistent  lobbying  by  trial 


lawyers  for  legislation  to  destroy  the  liability  reforms  passed 
some  elected  officials  and  special  interest  groups  trying 
scapegoats  for  increasing  healthcare  costs.  DIAGNOSIS:  A malignant 
health  care  system  caused  by  toxic  legislation.  IS  THERE  A DOCTOR  IN 
THE  SENATE?  PROGNOSIS:  If  the  medical  profession  and  other  concerned 
lant,  our  fine  medical  system  - the  best  in  the  world  - will  be  in  danger  of  being 
“cures”.  TREATMENT:  A strong  dose  of  support  for  your  voluntary  team  of 
fives  and  professional  lobbyists,  through  your  membership  in  the  Iowa  Medical 
tee  (IMPAC)  and  the  American  Medical  Political  Action  Committee  (AMPAC).  PRE- 
through  IMPAC  and  AMPAC  from  PERSONAL  CONTRIBUTIONS  go  directly,  100%,  to  help  legislators  and  candidates 
for  office  who  support  us  on  key  medical  issues.  Mail  your  PERSONAL  check  today  using  the  coupon  below  to 
ensure  a healthy  future  for  legislation  that  affects  your  patients,  your  profession  and  your  future!  ^ 


Iowa.  Chronic  fingerpointing  by 
to  make  doctors 
growth  on  the 
THE  HOUSE  ...  OR 
citizens  are  not  vigi- 
crippled  by  ill-advised 
physician  representa- 
Political  Action  Commit- 
VENTION:  Funds  raised 


Enclosed  is  my  check!  Please  enroll  me  as  a member  of  IMPAC  and  AMPAC. 

$250  Gold  membership  $100  Sustaining  membership 

IBS — $1 50  Family  membership  Please  accept  my  additional 

support  of  $ 

(Please  Print) 

Name: 

Address: 

City/State 

Return  to:  IMPAC,  1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265 


Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  AMA  nor  t 
IMS  will  favor  or  disadvantage  anyone  based  upon  the  amounts  of  or  failure 
to  make  pac  contributions.  Contributions  are  subject  to  the  limitations 
of  FEC  Regulations.  (Federal  regulations  require  t 
for  by  the  Iowa  Medical  Society  Political  Action  ( 

1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265. 

Contributions  to  AMPAC  and  IMPAC  are  no 
deductible  as  charitable  contributions  for 
Federal  Income  Tax  purposes.  IF  YOUR 
PRACTICE  IS  INCORPORATED,  ^ 

IMPAC  AND  AMPAC  VOL- 
UNTARY POLITICAL 

CONTRIBUTIONS  ^ _ 

should  be  } Zm  1001  Grand  Avenue 

WRITTEN 
ON  A PER- 


West  Des  Moines, 
Iowa  50265 


Questions  and  Answers 


John  Strauss,  M.D. 


Dermatologists  Have  Forum  For 
Concerns,  CME  Activities 


The  author,  president  of  the  Iowa  Der- 
matological Society,  discusses  that  or- 
ganization's goals  and  concerns. 


What  is  the  picture  with  regard  to  the  supply  of 
dermatologists? 

There  are  close  to  8,000  dermatologists  in 
practice  in  the  United  States.  This  represents 
approximately  2%  of  allU.S.  physicians.  Fifty- 
five  members  of  the  Iowa  Dermatological  So- 
ciety are  in  active  practice  in  the  state.  Since 
a dermatologist  needs  approximately  20,000 
individuals  in  their  catchment  area  to  maintain 
an  active  practice,  dermatologists  are  clustered 
in  the  larger  cities  of  Iowa. 

Manpower  studies  have  shown  that  the 
number  of  dermatologists  finishing  training 
each  year  (approximately  275-300)  is  very  close 
to  the  replacement  needs  of  the  specialty. 

What  recent  technological  and  scientific  ad- 
vances have  affected  the  specialty? 

During  the  last  few  years,  there  has  been 
a marked  increase  in  the  dermatological  sur- 
gical experience  in  most  residency  training 
programs.  This  is  reflected  by  a large  increase 
in  the  number  of  members  of  the  American 
Society  for  Dermatologic  Surgery,  which  now 


is  the  second  largest  dermatologic  organiza- 
tion in  the  United  States.  Many  recent  ad- 
vances relate  to  improved  surgical  approaches 
to  skin  cancer,  particularly  related  to  micro- 
graphically  controlled  surgical  excision  of  large 
skin  cancers. 

In  addition,  there  have  been  major  changes 
related  to  the  use  of  new  therapeutic  agents. 
The  use  of  oral  retinoids  for  the  treatment  of 
severe,  recalcitrant  acne,  severe  psoriasis  and 
other  diseases  of  keratinization,  along  with 
their  potential  use  as  chemopreventive  agents 
for  skin  cancer,  has  had  a significant  impact 
on  the  practice  of  dermatology. 

Immunomodulators  represent  another  ex- 
tremely important  group  of  drugs  that  have 
extended  the  therapeutic  armamentarium  of 
dermatologists.  Not  only  have  these  drugs 
proved  superior  in  the  management  of  recal- 
citrant skin  diseases  but  they  have  opened  up 
new  avenues  for  the  exploration  of  the  path- 
ogenesis of  various  dermatologic  diseases. 

What  socioeconomic  developments  have  influ- 
enced the  practice  of  dermatology? 

Dermatology  is  almost  totally  outpatient 
oriented.  Major  inpatient  care  is  almost  always 
delivered  in  the  larger  medical  centers.  With 
the  advent  of  managed  care,  we  are  very  con- 
cerned about  the  potential  impact  of  gate- 
keeper systems.  While  dermatologists  are  not 
(Continued  next  page) 
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officially  classified  as  primary  care  physicians, 
in  actuality  the  delivery  of  dermatologic  care 
has  always  involved  the  concept  of  primary 
care  with  direct  access  of  the  patient  to  the 
dermatologist.  The  insertion  of  another  layer 
of  control  could  have  an  adverse  impact  on  the 
delivery  of  dermatologic  care. 

What  are  the  concerns  and  goals  of  the  Iowa 
Dermatological  Society? 

Our  goal  is  to  provide  a forum  to  discuss 
issues  of  concern  to  the  dermatologists  in  Iowa 
and  to  provide  a CME  base  for  our  members 
so  they  can  keep  abreast  of  the  changes  in  the 
delivery  of  appropriate  dermatologic  care.  This 
has  been  accomplished  through  the  excellent 
continuing  medical  education  programs  of  the 
semiannual  meetings  of  the  society. 

What  developments  in  the  field  of  dermatology 
most  interest  you  personally? 

My  own  interests  over  the  years  have  cen- 
tered around  the  pathogenesis  and  treatment 
of  acne  vulgaris.  The  studies  by  those  associ- 
ated with  me  over  the  years  have  played  a 
major  role  in  the  understanding  of  hormonal 
therapy,  antibiotic  therapy  and  oral  retinoid 
therapy  in  the  management  of  acne.  Our  group 
has  outlined  the  appropriate  conditions  for  use 
of  various  therapeutic  agents.  During  the  last 
decade  our  major  efforts  have  been  related  to 
use  of  oral  retinoids  for  management  of  se- 
vere, recalcitrant  acne.  This  is  discussed  in  the 
"What's  New"  section  of  this  issue. 


MOVING?  Send  Us  Your  Address 

Please  notify  us  6 weeks  in  advance. 

OLD  ADDRESS 

Name  

Address  

City/State/Zip 

NEW  ADDRESS 

Name  

Address  

City/State/Zip 

EFFECTIVE  DATE  

Send  To:  IOWA  MEDICINE,  1001  Grand  Avenue, 
West  Des  Moines,  Iowa,  50265 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-l6a-car- 
boxyiic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptlc  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous  j 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both . 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and  : 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
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Skin  Cancer: 

Diagnosis  and  Management 


DUANE  WHITAKER,  M.D. 
Iowa  City,  Iowa 


Patients  at  highest  risk  for  skin  cancer „ 
current  treatments  and  educational  ef- 
forts are  discussed. 


CUTANEOUS  MELANOMA  WILL  ACCOUNT  FOR 
approximately  3%  of  all  new  cancers  in 
Iowa  in  1991.  Many  tumor  registries  do  not 
collect  data  on  non-melanoma  skin  cancer 
(NMSC)  and  therefore  the  data  of  4,000-6,000 
non-melanoma  skin  cancers  yearly  in  Iowa  is 
not  well  known.  While  there  is  less  mortality 
associated  with  NMSC  than  melanoma,  it  is  a 
cause  of  considerable  morbidity.  Patients  with 
NMSC  can  have  significant  loss  of  function 
from  tumors  as  well  as  severe  scarring  and 
deformity. 

Tumors  overlying  nerve,  facial  muscula- 
ture, major  vessels  and  lymphatic  chains  of 
the  face  and  neck  present  greatest  risk.  Loss 
of  facial  nerve  function,  invasion  into  bone  or 
cartilage  and  parotid  gland  involvement  also 


Dr.  Whitaker  is  an  associate  professor  of  dermatology  with  Univer- 
sity of  Iowa  Hospitals  and  Clinics. 


present  major  risks.  Of  particular  risk  are 
NMSCs  which  have  failed  previous  attempts 
at  treatment.  The  best  opportunity  for  cure  of 
cancers  amenable  to  surgery  lies  in  the  first 
therapeutic  attempt.  Failed  therapy  (surgery, 
destructive  techniques  or  radiation)  appears  to 
weaken  normal  tissue  planes  of  resistance  to 
tumor  and  may  convert  cellular  and  stromal 
patterns  into  more  aggressive  and  atypical 
growth. 

In  1990,  330  melanoma  patients  were  seen 
at  University  of  Iowa  Hospitals  and  Clinics 
(UHIC).  Non-melanoma  skin  cancer  seen  at 
UIHC  during  1990  involved  1700  patients.  The 
dermatology  department  works  closely  with 
other  departments  such  as  orbital  oncology- 
occuloplastics;  otolaryngology-head  and  neck 
surgery;  plastic  and  reconstructive  surgery  and 
surgical  oncology.  Patients  who  have  large  ne- 
glected or  recurrent  tumors  in  vital  locations 
require  a team  approach.  With  this  multispe- 
cialty approach,  over  90%  of  NMSC  patients 
undergo  successful  resection  and  cure. 

Risks 

The  major  risk  factors  for  all  types  of  skin 
cancer  are  ultraviolet  light  (UVL)  radiation  and 
genetic  skin  type.  UVL  either  from  natural  or 
artificial  sources  is  the  major  known  initiator 
of  skin  cancer.  Patients  who  are  immune  sup- 
pressed (e.g.,  organ  transplants  or  individuals 
on  immune  suppressives)  and  xeroderma  pig- 
mentosum patients  are  dramatic  examples  of 
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the  role  UVL  plays  as  the  initiator  of  oncoge- 
nesis. However,  we  need  only  to  look  at  the 
daily  clinical  practice  to  see  the  UVL  effect  on 
normal  skin. 

In  general,  skin  cancer  is  a disease  of  light 
skinned  people.  Melanoma  and  other  skin 
cancer  is  rare  in  black  or  brown  skinned  in- 
dividuals. Individuals  at  greatest  risk  for  skin 
cancer  are  light-complexioned  with  blue  or 
blue-green  eyes,  people  who  tan  poorly  and 
those  with  blonde  or  reddish  hair.  The  ances- 
try of  this  high  risk  group  is  often  northern 
European,  Celtic  and  Scandinavian.  Both  total 
UVL  dose  over  time  as  well  as  severe  sunburns 
appear  to  increase  skin  cancer  risk.  Children's 
skin  may  be  more  susceptible  to  solar  injury. 

Educational  Efforts 

Educational  efforts  regarding  skin  cancer 
should  involve  persuading  patients  to  de- 
crease sun  exposure,  avoid  sunburns  and  seek 
skin  examinations  from  their  physicians.  Pa- 
tients need  to  know  features  of  sun-sensitive 
skin  and  what  to  look  for  in  self-examinations. 

In  the  clinical  situation,  the  recognition 
and  diagnosis  of  melanoma  are  not  always 
straightforward.  All  melanomas  do  not  appear 
as  obvious  black  tumors.  An  appreciation  of 
the  normal  range  of  topographical  skin  fea- 
tures and  of  pigmented  lesions  is  helpful. 

Nevi  commonly  known  as  'moles'  are  be- 
nign collections  of  melanocytes.  To  meet  all 
the  criteria  for  benignity,  moles  should  be:  1) 
symmetrical  in  outline,  2)  fairly  distinct  in  mar- 
gination  or  border,  3)  comprised  of  only  one 
color  i.e.,  minimal  variation  in  hue,  and  4)  6 
millimeters  or  smaller  in  diameter  (can  be  cov- 
ered by  a pencil  eraser).  Pigmented  lesions  that 
exceed  these  general  descriptions  mandate 
further  examination.  Melanoma  often  pre- 
sents as  only  a dark  brown,  reddened,  grayish 
or  bluish  macule.  A nodule  or  elevation  from 
the  skin  is  not  always  present.  Since  melan- 
omas can  be  seen  at  various  stages,  they  fre- 
quently are  no  larger  than  a centimeter  in  di- 
ameter and  occasionally  smaller.  Suspicious 
lesions  can  be  examined  under  magnification, 
carefully  measured,  and  when  in  doubt,  con- 
sultation or  skin  biopsy  obtained.  This  com- 
bination of  patient  education,  sun  avoidance 
and  skin  surveillance  along  with  periodic  ex- 
amination could  greatly  reduce  the  incidence 
of  skin  cancer  and  make  those  that  occur  have 
a better  prognosis. 


Figure  1 . Photo  A (bottom  left)  Melanoma  with  a mac- 
ular and  nodular  component;  Photo  B (top  left)  Bluish 
black  pigmented  basal  cell  carcinoma;  Photo  C (top  right) 
Patient  with  dysplastic  nevus  syndrome  and  familial  mel- 
anoma; Photo  D (bottom  right)  Melanoma  of  plantar  sur- 
face of  the  great  toe. 


Pigmented  Lesions 

Figure  1 shows  4 pigmented  lesions  of  the 
skin.  Lesions  A through  C are  on  the  trunk. 
Lesion  D is  on  the  plantar  surface  of  the  right 
great  toe.  Since  pigmented  lesions  present  dif- 
ficulties in  evaluation  and  diagnosis,  each  clin- 
ical photograph  makes  a specific  point.  Pho- 
tograph 1A  is  a classic  melanoma  with  a 
flattened  or  macular  component  and  an  ec- 
centrically placed  nodule  in  the  lesion.  This 
obvious  melanoma  was  variegated  in  hue  and 
over  3 centimeters  in  diameter. 

Photograph  IB  shows  a rounded  bluish 
nodule  with  flecks  of  darker  pigment.  This  le- 
sion was  on  the  trunk  of  a light-complexioned 
patient  with  blue  eyes  and  blonde  hair.  The 
nodule  was  semi-translucent  and  measured 
about  a centimeter  in  diameter.  Biopsy  con- 
firmed the  diagnosis  of  a pigmented  basal  cell 
carcinoma.  This  tumor  of  the  trunk  is  treated 
effectively  without  wide  margin  surgery,  which 
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would  be  indicated  for  melanoma.  The  clini- 
cian should  consider  a wide  differential  diag- 
nosis and  insure  that  a biopsy  is  obtained  prior 
to  any  treatment  plan. 

The  patient  in  Photograph  1C  had  many 
similar  lesions  over  the  trunk  and  proximal 
extremities.  This  patient  had  a family  history 
of  melanoma.  Biopsy  of  the  upper  lesion 
showed  melanoma  in  situ  and  the  inferior  le- 
sion was  interpreted  as  a dysplastic  nevus  with 
moderate  dysplasia.  This  patient  had  dysplas- 
tic nevus  syndrome.  Examination  of  these  pig- 
mented macules  reveals  characteristics  of  both 
benign  and  malignant  lesions.  Such  patients 
require  education  regarding  the  increased  risk 
for  melanoma,  regular  followup  for  skin  sur- 
veillance and  examination  of  family  members. 
Full  body  photographs  as  a permanent  part  of 
the  medical  record  are  very  useful  for  the  care 
of  such  patients. 

We  would  generally  not  expect  to  see  mel- 
anoma on  palmar,  plantar  or  genital  areas,  but 
it  can  and  does  occur.  Photograph  ID  is  an 
example  of  a melanoma  on  the  plantar  surface 
of  the  great  toe.  This  type  of  melanoma  can 
even  occur  under  the  nail  of  the  digits.  Ac- 
quired benign  nevi  on  plantar  and  palmar  sur- 
faces are  distinctly  uncommon.  Clinicians 
should  therefore  be  suspicious  of  all  pig- 
mented lesions  on  these  body  areas. 

Non-Melanoma  Skin  Cancer 

Ninety  percent  of  non-melanoma  skin  can- 
cer lesions  occur  on  the  head  and  neck.  In  gen- 
eral patients  seek  medical  consultation  for  facial 
lesions  earlier  than  for  other  regions  of  the  body. 

Figure  2 depicts  basal  cell  carcinoma  of  the 
lower  eyelid.  The  upper  figure  shows  an  older 
patient  with  a nodular  lesion  that  is  slightly 
eroded  in  the  center.  This  nodule  strongly  sug- 
gests the  diagnosis  of  basal  cell.  Biopsy  was 
confirmatory.  We  expect  to  see  basal  cell  car- 
cinomas in  older  patients  and  therefore  have 
a higher  index  of  suspicion. 

Panel  B shows  a much  younger  individual 
without  a nodule  or  ulceration.  However,  there 
is  a diffuse  mat  of  telangectasia  and  a distinct 
pearly  aspect  to  the  center  of  the  lesion  which 
is  also  indicative  of  basal  cell  carcinoma.  Bi- 
opsy was  confirmatory.  These  photographs  re- 
mind us  that  like  melanoma,  non-melanoma 
skin  cancer  can  occur  at  any  age. 

The  patient  in  Figure  3 has  an  enlarged 
bulbous  nose.  Differential  diagnosis  would  in- 


Figure  2.  Photo  A (top)  Basal  cell  carcinoma  with 
pearly  margin  on  lower  eyelid  of  older  patient;  Photo  B 
(bottom)  Young  patient  with  telangectatic  mat  and  basal 
carcinoma  of  lower  eyelid. 


Figure  3.  Squamous  cell  carcinoma  infiltrating  bulb 
of  nose. 


elude  rhinophyma,  enlargement  of  the  seba- 
ceous glands  of  the  nose  and  skin  cancer.  Bi- 
opsy revealed  squamous  cell  carcinoma  arising 
from  the  skin  of  the  nose  and  penetrating  in- 
tranasally  along  the  septal  tissue.  Squamous 
cell  carcinoma  of  the  nose  and  lip  can  be  ag- 
gressive. There  must  be  a high  index  of  sus- 

(Continued  next  page) 
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picion  when  presented  with  nodular  lesions 
of  these  areas. 

Recurrent  facial  skin  tumors  may  be  dif- 
ficult to  diagnose  and  manage.  The  patient  in 
Figure  4 has  recurrent  basal  cell  carcinoma  of 
the  left  lateral  zygomatic  region  following  sur- 
gical resection.  The  patient  has  an  abnormal 
scarring  reaction  with  ulceration  and  contrac- 
tion around  the  tumor  site.  Biopsy  confirmed 
the  diagnosis  and  the  patient  underwent  ex- 
tensive microscopically  controlled  surgery  fol- 
lowed by  reconstruction. 

A serious  tumor  with  subtle  clinical  fea- 
tures is  angiosarcoma  of  the  forehead  and  scalp 
shown  in  Figure  5.  This  photo  shows  an  ill 
defined  ecchymotic  change  with  some  areas  of 
erosion.  Biopsy  demonstrated  pronounced 
atypical  vascular  proliferation  and  other 
changes  found  in  angiosarcoma.  Unfortu- 
nately, because  of  its  subtlety,  this  tumor  is 
often  widespread  by  the  time  of  diagnosis. 
Persistent  ecchymoses  in  the  same  location 
with  ulceration  or  nodularity  suggests  angio- 
sarcoma. 

Summary 

Patients  should  be  encouraged  to  adopt 
sun  protective  habits  and  have  new  or  chang- 
ing skin  lesions  evaluated  promptly.  Physi- 
cians should  thoroughly  examine  all  of  the  skin 
and  be  prepared  to  assess  individual  risks  for 
skin  cancer.  When  the  issue  is  in  doubt,  skin 
biopsy  or  a more  detailed  examination  by  a 
skin  specialist  is  recommended.  Educational 
campaigns  directed  toward  prevention  and 
early  detection  of  skin  cancer  can  greatly  re- 
duce the  morbidity  and  mortality  of  this  very 
common  disease. 


Figure  4.  Recurrent  basal  cell  carcinoma  infiltrating 
surgical  scar  over  the  zygoma. 


Figure  5.  Angiosarcoma  of  the  lateral  forehead.  Ec- 
chymotic area  with  ulceration  is  seen. 
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Lyme  Disease: 

The  Picture  in  Iowa 


WAYNE  ROWLEY 
KENNETH  PLATT 
MARK  NOVAK 
Ames,  Iowa 

RUSSELL  CURRIER 
Des  Moines,  Iowa 


Lyme  disease  in  Iowa  increased  sharply 
in  1989  and  1990,  creating  concern  in 
lowans  who  spend  considerable  time 
out-of-doors.  The  authors  review  the 
history  of  Lyme  disease  and  its  symp- 
toms and  present  an  update  on  the  sta- 
tus of  Lyme  disease  and  its  tick  vector 
in  Iowa. 


Lyme  disease  is  a serious  and  potentially 
debilitating  disease  that  occurs  in  major 
foci  located  in  the  upper  Midwest,  the  North- 
east and  the  Pacific  coast  states.  Lyme  disease 
cases  increased  dramatically  in  the  last  few 
years  with  almost  8,000  cases  reported  to  the 
Centers  for  Disease  Control  in  1989.  The  eti- 
ologic  agent  is  a spirochete,  Borrelia  burgdorferi, 
that  can  affect  the  skin,  joints,  nervous  system 
and  heart. 


Wayne  Rowley  and  Mark  Novak  are  with  the  Iowa  State  University 
Department  of  Entomology  in  Ames.  Kenneth  Platt  is  with  the  Depart- 
ment of  Veterinary  Microbiology  and  Preventive  Medicine  at  Iowa  State. 
Russell  Currier  is  with  the  Iowa  Department  of  Public  Health  in  Des 
Moines. 


The  primary  focus  of  Lyme  disease  in  the 
Midwest  encompasses  much  of  Wisconsin  and 
eastern  Minnesota.12  The  deer  tick,  Ixodes  dam- 
mini,  is  the  primary  vector  of  Lyme  disease  in 
this  region.  This  paper  is  the  first  report  on 
the  distribution  of  Lyme  disease  and  the  abun- 
dance of  I.  dammini  in  Iowa. 

In  the  June,  1981  issue  of  the  Journal  of  the 
Iowa  Medical  Society,  Dryer  et  al  reported  3 cases 
of  Lyme  disease  diagnosed  at  University  of 
Iowa  Hospitals.6  Since  then,  the  incidence  of 
Lyme  disease  has  exploded,  especially  in  the 
upper  Midwest,  necessitating  a more  detailed 
report  of  this  disease  and  its  significance  to 
Iowa  physicians.  An  important  consideration 
is  the  diagnoses  of  15  cases  in  Iowa  in  1988, 
29  cases  in  1989  and  5 cases  in  the  first  half  of 
1990.  A number  of  deer  ticks  have  been  col- 
lected in  Iowa.  Many  lowans  vacation  in  the 
highly  endemic  areas  of  Wisconsin  and  Min- 
nesota. This  paper  reviews  the  clinical  symp- 
toms, the  natural  history  of  the  disease  and  its 
tick  vector  and  summarizes  recommendations 
for  diagnosis  and  treatment. 

Clinical  Manifestations 

First  Stage  — Lyme  disease  has  been  called 
the  great  impersonator  because  of  its  ability  to 
produce  a variety  of  clinical  symptoms.  The 
disease  occurs  in  3 stages.  Stage  one  is  local- 
ized and  is  characterized  by  an  expanding  skin 
rash  (EM)  that  is  generally  round  or  oval.  The 
rash  is  the  most  important  symptom  and  can 
lead  to  early  diagnosis.  The  EM  often  begins 
as  a red  macule  or  papule  at  the  site  of  the  tick 
bite  which  expands  as  an  annular  erythema 
sometimes  with  a diameter  of  12  inches.  The 

(Continued  next  page) 
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center  of  the  lesion  may  be  clear  with  a red 
elevated  irregular  ring  that  is  distinct  from  the 
surrounding  area.  Erythema  develops  in  about 
half  of  the  patients.  Multiple  secondary  an- 
nular lesions  develop  several  days  following 
the  appearance  of  the  original  EM. 

Patients  with  EM  may  also  develop  other 
nonspecific  symptoms  or  signs  such  as  head- 
ache, fever,  chills,  malaise,  myalgias,  arthral- 
gias and  regional  lymphadenopathy.  Photo- 
phobia, dyesthesias  and  stiff  neck  are  examples 
of  symptoms  that  may  accompany  or  follow 
the  EM.  The  duration  of  the  EM  and  secondary 
lesions  will  vary  from  2-4  weeks,  although, 
occasionally  they  may  persist  for  several  weeks 
or  months.11' 19' 20 

Second  Stage  — Fifteen  to  30%  of  the  pa- 
tients with  Lyme  disease  develop  neurologic 
manifestations.  These  may  include,  but  are  not 
limited  to,  unilateral  or  bilateral  Bell's  palsy. 


unilateral  or  bilateral  radiculopathic  syn- 
dromes, aseptic  meningitis,  cranial  neuropa- 
thies and  acute  or  chronic  encephalitic  syn- 
dromes (sometimes  with  dementia  and/or 
seizures).  Some  patients  (5-8%)  develop  fluc- 
tuating degrees  of  atrioventricular  block.  Ad- 
ditional abnormalities  include  acute  myoperi- 
carditis,  left  ventricular  dysfunction  and 
cardiomegaly.19' 20 

Third  Stage  — The  third  stage  of  infection 
is  characterized  primarily  by  arthritis  which 
occurs  in  approximately  60%  of  patients  within 
a few  weeks  to  years  after  the  initial  infection. 
The  knee  joints  are  most  commonly  affected 
although  involvement  of  smaller  joints  may 
occur.  Neurological  manifestations  may  also 
occur  in  this  stage  and  may  resemble  the  neu- 
rological signs  associated  with  multiple  scle- 
rosis. Psychiatric  disorders  have  also  been  re- 
ported in  some  children  who  were  infected 


TREATMENT  OF  LYME  DISEASE1 


Drug 

Adult  Dosage 

Pediatric  Dosage 

EARLY  DISEASE 

Doxycycline2  (Vibramycin;  and  others) 

100  mg  bid  x 10-21  days 

or  Amoxicillin  (Amoxil;  and  others) 

250  mg  tid  x 10-21  days 

20-40  mg/kg/day  x 10-21 
days 

Alternative: 

Erythromycin  ( Erythrocin;  and  others) 

250  mg  qid  x 10-21  days 

30  mg/kg/day  x 10-21  days 

NEUROLOGIC  DISEASE 

Mild  (Bell's  Palsy) 

Doxycycline2 

100  mg  bid  x 1 month 

or  Amoxicillin 

250-500  mg  tid  X 1 month 

20-40  mg/kg/day  x 1 month 

More  serious  CNS  disease 

Ceftriaxone  (Rocephin) 

2 grams/day  IV  x 1 4 days 

50-80  mg/kg  IV  x 14  days 

or  Penicillin  G 

20-24  million  units/day  IV  x 
10-14  days 

250,000-400,000  units/kg/ 
day  IV  x 10-14  days 

CARDIAC  DISEASE 

Mild 

Doxycycline2 

1 00  mg  bid  X 21  days 

or  Amoxicillin 

250-500  mg  tid  x 21  days 

20-40  mg/kg/day  x 21  days 

More  Serious3 

Ceftriaxone 

2 grams/day  IV  x 10-21  days 

50-80  mg/kg  IV  x 10-21 
days 

or  Penicillin  G 

20-24  million  units/day  IV  x 
10-21  days 

250,000-400,000  units/kg/ 
day  IV  x 10-21  days 

ARTHRITIS4 

Oral 

Doxycycline2 

100  mg  bid  x 1 month 

or  Amoxicillin5 

500  mg  tid  x 1 month 

40  mg/kg/day  x 1 month 

Parenteral 

Ceftriaxone 

2 grams  IV  x 14-21  days 

50-80  mg/kg  IV  x 14-21 
days 

or  Penicillin  G 

20-24  million  units/day  IV  x 
14-21  days 

250,000-400,000  units/kg/ 
day  IV  x 14-21  days 

1 Recommendations  are  based  on  limited  data  and  should  be  considered  tentative. 

2 Or  tetracycline  HCL  (Achromycin;  and  others),  250-500  mg  qid.  Neither  doxycycline  or  any  other  tetracycline  should  be  used  for 
children  less  than  8 years  old  or  for  pregnant  or  lactating  women. 

3 A temporary  pacemaker  may  be  necessary. 

4 Response  may  be  delayed  for  several  weeks. 

5 Some  clinicians  have  added  probenecid  (Benemid;  and  others). 
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before  age  10.  Episodic  fatigue  which  may  be 
incapacitating  and  last  several  days  or  weeks 
may  also  occur. 

It  is  important  to  remember  that  any  of 
these  or  related  clinical  symptoms  may  occur 
by  themselves  and  can  be  recurrent.  Steere,  et 
al  indicate  that  subclinical  infections  may  be 
common  and  untreated  asymptomatic  individ- 
uals seem  to  be  at  risk  for  late  complications 
of  the  disease.20 

Treatment 

The  treatment  of  Lyme  disease  was  the 
subject  of  The  Medical  Letter  which  is  repro- 
duced here  with  the  permission  of  the  author 
(Vol.  31,  issue  794,  June  16,  1989).  Note  that 
recommendations  are  based  on  limited  infor- 
mation and  should  be  considered  tentative.21 

Lyme  Disease  in  Iowa 

At  Iowa  State  University,  the  entomology 
department  received  over  2,000  ticks  from  a 
concerned  public  in  1989-90.  The  majority  of 
these  ticks  were  the  common  American  dog 
tick,  Dermacentor  variabilis  or  the  Lone  Star  tick, 
Amblyomma  americanum.  There  were  21  deer 
ticks;  all  but  one  of  which  came  from  the  east- 
ern third  of  Iowa.  Most  of  the  50  cases  of  Lyme 
disease  in  Iowa  also  occurred  in  the  eastern 
one-third  of  the  state  (Figure  1).  Many  of  the 
deer  ticks  received  were  alive  and  were  tested 
for  the  presence  of  Borrelia  burgdorferi,  using 
indirect  fluorescent  microscopy.  Only  one  of 
the  deer  ticks  tested  positive.  Positive  controls 
consisted  of  I.  dammini  collected  in  western 
Wisconsin. 

There  was  no  difference  in  the  number  of 
Iowa  cases  with  regard  to  the  sex  of  the  patient 
and  the  50  cases  were  fairly  evenly  distributed 
between  age  groups. 

Ixodes  dammini  has  not  been  found  in  the 
western  half  of  Iowa,  although  at  least  one 
case  of  Lyme  disease  (based  on  clinical  signs 
and  serology,  Osceola  County)  apparently  in- 
volved local  exposure.5  Adults,  larvae,  and 
nymphs  have  been  collected  in  areas  of  north- 
eastern Iowa  where  the  infection  rate  was  18% 
in  adult  ticks.  The  possibility  exists  that  im- 
mature ticks  are  regularly  brought  into  Iowa 
from  endemic  areas  by  humans,  migrating 
birds  and  mammals  establishing  local  foci,  es- 
pecially along  the  Mississippi  River. 

The  southerly  spread  of  I.  dammini  in  Wis- 
consin suggests  the  tick  will  likely  become  more 


Figure  1 . Distribution  of  Lyme  disease  cases  in  Iowa, 
1983-89. 


abundant,  at  least  in  eastern  Iowa,  especially 
along  the  Mississippi  River  and  adjacent  areas.3 
The  spread  of  the  tick  into  Iowa  may  prove 
interesting  for  several  reasons:  Iowa  is  a tran- 
sitional zone  between  hardwood  forest  and 
prairie.  Deer  are  abundant  throughout  the  state 
but  are  becoming  increasingly  concentrated  in 
greenbelts  along  waterways  in  central  and 
western  Iowa. 

The  importance  of  Lone  Star  ticks  in  the 
transmission  of  the  bacterium  that  causes  Lyme 
disease  is  unclear.  One  study  implicated  Lone 
Star  ticks  as  secondary  vectors  of  Lyme  dis- 
ease.22 However,  Mather  and  Mather  found 
that  Lone  Star  ticks  become  infected  with  Bor- 
relia burgdorferi  but  are  incapable  of  transmit- 
ting the  agent  to  another  host.23 

Two  major  factors  predispose  the  estab- 
lishment of  deer  ticks.  One  is  the  increasing 
white-tailed  deer  (Odocoileus  virginianus)  pop- 
ulations and  the  other  is  the  abundance  of 
white-footed  mice  (Peromyscus  leucopus)  in 
wooded  areas  along  streams,  rivers  and  lakes 
(ponds).  White-footed  mice  are  the  preferred 
host  of  larval  deer  ticks  and  serve  as  a reservoir 
for  the  spirochete  B.  burgdorferi. 

In  general,  there  is  no  reason  to  believe 
Lyme  disease  will  not  become  endemic  in  Iowa. 
Increased  numbers  of  cases  and  deer  ticks  along 
the  Mississippi  River  in  Iowa  and  Illinois  in- 
dicate both  are  moving  south  from  Wisconsin 
and  Minnesota. 

References 
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Infective  Endocarditis  in  Iowa 


JOHN  OLDS,  M.D. 
Des  Moines,  Iowa 


This  review  of  43  cases  of  infective  en- 
docarditis (IE)  treated  at  a large  Iowa 
community  hospital  reveals  an  inci- 
dence of  9 cases  per  22,000  annual  ad- 
missions. IE  is  most  likely  to  occur  in 
an  elderly  male  with  non-specific  symp- 
toms and  signs  and  involvement  of  the 
mitral  valve  infected  with  streptococci . 


Most  studies  on  infective  endocarditis 
(IE)  are  from  academic  centers.1'3  There 
has  not  been  a recent  review  of  endocarditis 
in  Iowa  or  of  a patient  population  served  by 
a tertiary  community  hospital.  This  report  ex- 
amines cases  of  IE  at  a large  community  hos- 
pital in  Iowa  to  determine  if  they  differ  from 
those  in  previous  reports.  Clinical  features  and 
therapeutic  aspects  of  IE  are  reviewed. 

Methods 

A retrospective  chart  review  of  all  cases 
of  IE  admitted  to  Iowa  Methodist  Medical  Cen- 
ter in  Des  Moines  for  the  5-year  period  from 
January  1,  1985,  to  December  31,  1989,  was 
conducted.  Forty-three  cases  were  identified. 

Results 

Of  the  43  cases,  7 were  considered  definite 
on  the  basis  of  autopsy  or  surgical  findings 
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and  23  probable  and  13  possible  on  clinical 
grounds  under  the  criteria  of  von  Reyn  et  al.4 
Four  cases  coded  as  possible  endocarditis  on 
chart  face  sheets  were  rejected  because  they 
did  not  meet  the  established  criteria.  Cases 
were  distributed  approximately  evenly  over  the 
5 years;  49%  were  from  Des  Moines  metro- 
politan area.  Males  represented  60%;  70%  of 
patients  were  over  60  years  old.  Fifty-six  per- 
cent had  pre-existing  heart  disease  and  42%  a 
pre-disposing  non-endocardial  disorder. 

Initially  only  26  patients  (60%)  com- 
plained of  fever  and  less  than  50%  of  patients 
had  chills,  fatigue  or  other  non-specific  symp- 
toms. Localizing  symptoms  such  as  dyspnea, 
chest  or  abdominal  pain,  or  neurologic  dys- 
function occurred  in  less  than  50%  of  cases.  It 
is  noteworthy  that  one-third  of  patients  pre- 
sented with  neurologic  complaints  (Table  1). 

Non-specific  clinical  signs  of  fever,  tach- 
ycardia and  hypotension  were  found  in  79,  49 
and  7%  of  patients  respectively.  Vascular  phe- 
nomena were  encountered  infrequently  with 
petechiae  the  most  common  finding.  Neuro- 
logic signs  occurred  in  approximately  one-third 
of  patients.  New  or  changing  heart  murmurs 
were  detected  in  one-third  of  the  cases  and  no 
murmur  was  noted  in  9%  (Table  2).  The  most 
consistent  abnormal  laboratory  finding  was  an 
elevated  Westergren  erythrocyte  sedimenta- 
tion rate  in  100%  of  patients.  The  next  most 
frequent  laboratory  abnormality  was  anemia 
in  77% . Leukocytosis  occurred  in  only  one-half 
of  the  patients  at  admission. 

Based  on  the  clinical  presentation,  IE  was 
a diagnostic  consideration  on  admission  in  only 
40%  of  patients  with  sepsis,  pneumonia  or  my- 
ocardial infarct  accounting  for  another  30%  of 
diagnostic  first  impressions.  A source  of  in- 
fection was  suspected  in  one-third  of  the  pa- 
tients, with  wound/skin  infection  most  corn- 
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mon  at  12%  and  a prior  dental  procedure 
reported  in  only  5%. 

All  of  2 or  more  blood  cultures  (range 
2/2  to  6/6)  were  positive  in  51%  of  cases,  and 
more  than  50%  of  3 or  more  cultures  were 
positive  in  another  11%.  Ten  patients  (23%) 
had  one  of  2 or  more  cultures  positive.  Only 
7%  of  patients  had  negative  cultures  (probably 


TABLE  1 

CLINICAL  AT  PRESENTATION 


Presenting  Symptoms 

No. 

% 

Non  specific 

Fever 

26 

60 

Chills 

20 

47 

Sweats 

8 

19 

Weight  loss 

8 

19 

Anorexia 

12 

28 

Fatigue 

16 

37 

Weakness 

10 

23 

Specific 

Dyspnea 

17 

40 

Chest  pain 

6 

14 

Headache 

5 

12 

Nausea/vomiting 

6 

14 

Abdominal  pain 

7 

16 

Arth./myal. 

9 

21 

Neur.  dysfunction 

14 

33 

TABLE  2 

CLINICAL  AT  PRESENTATION 

Presenting  Signs 

No. 

% 

Non  specific 

Fever  (>99.9) 

34 

79 

Tachycardia  (>99) 

21 

49 

Hypotension  (<100) 

3 

7 

Vascular/embolic 

Splinter  hemorrhages 

3 

7 

Petechii 

12 

28 

Osler/Janeway  lesions 

5 

12 

Roth  spots 

2 

5 

Central  nervous  system 

Confusion 

7 

16 

Focal 

9 

21 

Seizures 

2 

5 

Heart  murmer 

New  or  changing 

14 

33 

Old 

19 

44 

Unknown  if  new/old 

6 

14 

No  murmur 

4 

9 

Acute  arthritis 

4 

9 

Splenomegaly 

7 

16 

due  to  administration  of  pre-culture  antibi- 
otics). In  3 cases  (7%),  all  referred  from  other 
hospitals,  cultures  were  reported  as  positive 
but  the  number  of  cultures  was  unavailable 
(Table  3). 

Gram  positive  cocci  were  the  cause  of  72% 
of  IE  cases,  with  streptococci  accounting  for 
44%,  staphylococci  23%  and  listeria  5%.  Gram 
negative  organisms  were  identified  in  14%  and 
2 organisms  were  identified  in  3 cases  or  7%. 
Most  infections  were  of  a single  valve  (mitral 
47%,  aortic  30%,  tricuspid  2%).  Prosthetic 
valves  were  infected  in  6 patients  (16%). 

Echocardiography,  particularly  2-dimen- 
sional, provided  helpful  information.  In  90% 
of  cases  an  abnormal  valve  was  identified  and 
in  66%  the  study  was  interpreted  as  showing 
vegetations.  In  those  abnormal  cases  where 
vegetations  were  absent,  valvular  dysfunction 
or  thickening  of  a valve  was  usually  reported. 

Many  patients  needed  special  therapeutic 
procedures.  Most  commonly  (in  26%)  venti- 
latory support  was  required.  Of  those  on  a 
ventilator,  only  3 of  11  (27%)  survived.  The 
most  ominous  procedure  in  this  series  was 
renal  dialysis  required  in  6 patients,  none  of 
whom  survived. 

(Continued  next  page) 


TABLE  3 

BLOOD  CULTURES 


Organism  identification 

No. 

0/0 

Gram  positive 

31 

72 

Streptococci 

19 

44 

Group  A 

2 

5 

Group  B 

3 

7 

Viridans 

8 

18 

Pneumonia 

1 

2 

Enterococcus 

3 

7 

Other 

2 

5 

Staphylococci 

10 

23 

Aureus 

8 

18 

Epidermidis 

2 

5 

Listeria 

2 

5 

Gram  negative 

6 

14 

Hemophilus 

2 

5 

Moraxella 

1 

2 

Kingella 

1 

2 

B.  fragilis 

1 

2 

Serratia 

1 

2 

Yeast/fungi 

0 

0 

Mixed* 

3 

7 

*Strep  Pneumo/E.  coli.  Staph  Epi/Pseudo  cepacia,  Staph  Epi/ 
Proprionobacteria. 
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One  third  of  the  patients  had  no  compli- 
cations. One  third  had  some  degree  of  renal 
failure  (one-half  due  to  glomerulonephritis), 
30%  required  treatment  for  congestive  heart 
failure  and  21%  sustained  a major  neurological 
event  either  prior  to  or  during  the  hospitali- 
zation. Six  patients  (14%)  underwent  valve  re- 
placement. 

Although  antimicrobial  therapy  varied 
considerably,  penicillin  or  ampicillin  with  or 
without  an  aminoglycoside  was  administered 
in  over  one-half  of  the  cases  with  a survival 
rate  of  19  of  22  (86%).  In  3 cases  clindamycin 
alone  or  with  another  antimicrobial  was  se- 
lected. Only  1 of  these  3 patients  survived. 
Schlichter  studies  were  performed  in  18  cases. 
In  16  of  these,  peak  bactericidal  titers  were  1:8 
or  greater  with  survival  of  87%.  The  overall 
mortality  was  25%  with  16%  of  deaths  due  to 
endocarditis  and  9%  due  to  some  other  cause. 
Survival  for  32  patients  seen  by  an  infectious 
disease  consultant  was  87%.  In  the  11  patients 
not  seen  by  an  infectious  disease  consultant, 
survival  was  only  36% . 

Discussion 

The  majority  of  the  patients  reviewed  in 
this  series  were  admitted  to  a medical  service, 
many  to  subspecialties  such  as  oncology,  ne- 
phrology, pulmonology  and  cardiology.  Oc- 
casional patients  were  also  seen  first  on  a sur- 
gical service  including  neurosurgery,  ob-gyn 
and  vascular  surgery.  A few  were  admitted 
first  to  family  practice  and  one  to  pediatrics. 

The  low  index  of  suspicion  at  presentation 
for  IE  (40%)  is  consistent  with  other  re- 
ports.3- 5 Since  IE  is  an  uncommon  disease  (9/ 
22,000  admissions  in  this  series)  and  its  pre- 
senting symptoms  and  signs  are  generally  non- 
specific, such  a finding  is  not  surprising.  The 
remaining  60%  of  cases  were  diagnosed  after 
admission  but  prior  to  death.  This  finding  dif- 
fers from  other  recent  reviews  where  up  to  17% 
of  cases  were  not  diagnosed  until  autopsy.5- 6 

Except  for  the  relatively  low  incidence  of 
non-specific  symptoms  (fever,  chills,  weight 
loss,  anorexia,  etc.)  prior  to  admission,  the 
clinical  features  are  similar  to  those  found  in 
other  reports.3- 4- 7 The  signs  that  should  raise 
the  clinician's  index  of  suspicion  for  IE  (neu- 
rologic findings,  new  or  changing  murmurs  or 
vascular  phenomena),  each  occurred  in  only 
approximately  one-third  of  patients.  Of  these 
only  vascular  phenomena  were  correlated  with 


an  early  diagnosis  of  IE  (11  of  18  patients). 
Presentation  with  a new  or  changing  murmur 
or  neurologic  findings  showed  less  correlation 
with  an  early  diagnosis  (5/18  and  6/18  respec- 
tively). 

Although  100%  of  patients  who  had 
erythrocyte  sedimentation  rates  determined 
had  elevations,  this  study  is  non-specific  and, 
if  normal,  useful  only  in  lessening  the  suspi- 
cion for  IE.  Two-dimensional  echocardiogra- 
phy is  helpful  in  the  clinical  diagnosis  of  IE  if 
it  is  positive  for  vegetations  or  other  abnor- 
mality (66%  and  27%  respectively  in  this  se- 
ries). Thus  a normal  erythrocyte  sedimen- 
tation rate  and  normal  2-dimensional  echocar- 
diogram virtually  excludes  the  diagnosis  of  IE. 

Microbiologic  data,  both  in  numbers  of 
cultures  positive  and  distribution  of  orga- 
nisms, is  generally  consistent  with  available 
literature,  with  the  exception  of  a higher  in- 
cidence of  gram  negative  organisms  (14%  in 
pure  culture,  21%  with  mixed  cultures  in- 
cluded.37-  9- 10  In  most  series  the  incidence  is 
about  5%. 

Although  an  overall  mortality  of  25%  is 
average  for  IE,  a 14%  mortality  for  patients 
with  prosthetic  valve  endocarditis  is  low  com- 
pared to  most  series.3- 4 (Three  patients  were 
treated  medically  only,  3 with  surgery  plus 
antibiotics.)  Mortality  was  also  comparatively 
low  for  patients  who  received  penicillin  or  am- 
picillin with  or  without  aminoglycoside  (86%). 
This  is  likely  due  to  the  absence  of  staphylo- 
cocci. 

Finally,  there  was  also  a positive  correla- 
tion with  survival  in  this  series,  both  with 
serum  antibiotic  bactericidal  levels  against  the 
infecting  organism  of  1:8  or  greater  (87%),  and 
with  the  participation  of  an  infectious  disease 
consultant  (87%).  The  data,  however,  do  not 
establish  a causal  relationship  between  these 
findings. 

Conclusion 

IE  remains  a difficult  diagnostic  and  ther- 
apeutic challenge.  The  disease  occurs  infre- 
quently and  generally  with  non-specific  find- 
ings. The  most  likely  patient  to  present  with 
IE  is  a male  over  60  years  who  has  an  approx- 
imately one-third  chance  of  having  vascular 
phenomena,  a new  or  changing  heart  murmur 
or  a change  in  neurologic  status.  Once  the  clin- 
ical suspicion  of  IE  is  considered,  the  most 
helpful  diagnostic  studies  are  blood  cultures 
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and  2-D  echocardiography.  Either  the  mitral 
or  aortic  valve  will  be  infected  with  a gram 
positive  coccus  (most  likely  streptococcus).  The 
patient  has  a 75%  chance  of  survival  unless  his 
illness  leads  to  the  need  for  endotracheal  in- 
tubation or  renal  dialysis  in  which  case  it  is 
unlikely  he  will  survive. 
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For  your  insulin-mixing 
or  NPH-using  patients 


Humulin  %0 
makes  life  easier 


Rapid  onset  and  sustained 
duration  insulin  activity 
in  a single  vial 


■ May  offer  enhanced 
control  through  a 
more  physiologic 
activity  profile 

■ Accurate  dosing — 
eliminates  mixing 
errors 

■ Convenient 
premixed  dose  for 
better  compliance 

■ Easy  to  use — 
for  patients  who 
find  mixing  difficult 


Specify 

Humulin 

70%  human  insulin 
isophane  suspension 
30%  human  insulin  injection 
(recombinant  DNA  origin) 


Humulin  has 
just  the  right  mix 

Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

Changes  in  refinement,  purity,  strength,  brand 
(manufacturer),  type  (regular,  NPH,  Lente®,  etc),  species 
(beef,  pork,  beef-pork,  human),  and/or  method  of 
manufacture  (recombinant  DNA  versus  animal-source 
insulin)  may  result  in  the  need  for  a change  in  dosage. 

Leadership  In  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


©1991,  ELI  LILLY  AND  COMPANY  HI  2921-B-149322 


The  Editor  Comments 


Marion  E.  Alberts,  M.D. 

An  Editorial  Challenge 


WE  RECEIVE  A WIDE  ASSORTMENT  of  mate- 
rials for  potential  inclusion  in  our  Jour- 
nal. The  scientific  papers  cover  many  sub- 
jects and  most  of  them  are  very  well  done. 
Some  are  short;  some  far  too  lengthy  for 
publication  in  their  complete  form.  Some  are 
well- written  in  a very  scholarly  fashion. 

Alas,  some  need  considerable  editing.  We 
welcome  all  and  are  pleased  we  can  eventu- 
ally publish  most  of  the  scientific  manu- 
scripts received. 

Last  month  I faced  a new  challenge.  Re- 
produced herein  is  the  title,  author  and  first 
paragraph  of  a paper  received  for  considera- 
tion. Needless  to  say,  I was  a bit  taken 
aback.  The  paper  came  to  us  as  a result  of  a 
friendship  formed  between  the  author  and 
Doctor  Steven  Phillips,  a heart  surgeon  in 
Des  Moines.  The  author  is  a psychiatrist  in 
Russia.  He  attended  a meeting  in  Des 
Moines  a year  or  so  ago. 

The  Russian  language  is  not  within  my 
capabilities.  According  to  a brief  English 
translation  this  paper  concerns  sexual  disor- 
ders in  the  remission  period  of  alcoholic  pa- 
tients. Any  of  our  readers  conversant  with 
the  Russian  language  might  want  to  fill  us  in 
as  to  the  statements  reproduced  as  part  of 
this  editorial. 

We  regret  that  we  cannot  publish  any  of 
the  papers  submitted  by  this  physician.  We 
are  flattered  that  he  would  consider  iowa 
medicine  as  the  medium  for  his  introduction 
to  the  medical  literature  of  the  U.S.  Also, 
our  thanks  to  Doctor  Phillips  for  relaying  the 
manuscripts  to  us. 

The  number  of  manuscripts  sent  to  us 
has  made  it  necessary  to  develop  some 
guidelines  for  acceptance  for  publication.  We 
prefer  articles  written  totally  or  in  part  by 


members  of  the  IMS.  Also,  we  attempt  to 
keep  a balance  of  subject  matter  which  will 
have  appeal  to  most  of  our  readers.  We  do 
have  a wide  readership  beyond  the  member- 
ship of  the  IMS.  iowa  medicine  circulation 
roster  includes  readers  from  49  states  other 
than  Iowa  as  well  as  9 foreign  countries.  We 
are  proud  of  that. 

This  issue  marks  the  beginning  of  my 
21st  year  as  scientific  editor  of  iowa  medi- 
cine. I am  proud  I have  had  the  opportunity 
to  serve  the  IMS  in  this  capacity.  I sincerely 
hope  I may  add  more  years  to  that  contin- 
uum. To  our  readers  from  all  our  staff, 
many  thanks.  We  welcome  suggestions,  pro 
and  con,  of  what  our  readers  feel  about  our 
efforts.  We  appreciate  the  receipt  of  manu- 
scripts for  publication.  We  want  iowa  medi- 
cine to  be  your  journal.  — M.E.A. 

A H.  M6aTOB 

CeKcyajib  Hbie  HapymeHHH  b 
peMHCCHOHHOM  nepHO£e 
xpoHHMecKoro  ajiKorojiH3Ma 

KaiJie/jpa  HapKOJiorHH / 
3aB.Ka(f).npo(J).K).C.B  op  o/jkhh/ 
JleHHrpa/jcKoro  rM^YBa/PeKTop 
qjieH-Kopp.AMH  CCCP  C.A.ChmS 
npu  eB/ 

CeKcyajibHbie  HapymeHHH  b 
peMHCCHOHHOM  nepno/ie  ajiKoro;iH3Ma 
qaCTbl  H MH0r006pa3HbI;  HX  CBH3bIBaiOT 
c HerijiaronpHHTHbiM  B03/jenc  tbhcm 
counajibHbix  h SHOJiornqecKHX 
(JiaKTOpOB  H Bbipaxce  HHOCTb  HX 
npn  aJIKOrOJIH3M6  3aBHCHT  OT 
CTa^HH  3a6ojieBaHHH.  npn  3tom 
cqHTaeTCH,  hto  ajiKorojib  dy/tyqn 
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CME  Notebook 


Richard  M.  Caplan,  M.D. 


Use  Moderation  Moderately 


I've  no  idea  who  first  uttered  the  oft- 
quoted  maxim,  "Moderation  in  All 
Things."  It  seems  so  plausible,  reasonable, 
wise.  If  "moderation"  were  added  to  Ameri- 
ca's great  list  (flag,  Mom  and  apple  pie), 
who  would  think  to  protest,  or  dare  to? 

After  all,  being  moderate  (prudent,  middle- 
of-the-road,  running-with-the-pack,  etc.) 
seems  the  obvious  way  to  succeed  and  do  all 
the  good  and  proper  things  while  avoiding 
the  pain  and  harm  of  turmoil  and  extrem- 
ism. Right?  Of  course  . . . but  . . . 

Is  it  even  possible  to  be  moderate  about 
everything?  To  be  absolutely,  unvaryingly  in 
the  middle  is  to  be  rigid,  surely  dull  and 
maybe  even  dead.  Life  forms,  ours  at  least, 
seem  to  need  to  move,  to  explore,  to  vary 
their  circumstances  not  only  in  location  but 
in  stimuli  and  emotion.  More  than  just  vari- 
ation, we  sometimes  need  passion.  Without 
occasional  feelings  of  anticipation,  excite- 
ment, tension-and-resolution  — dare  I even 
say  love  — we  are  inert,  passive,  stodgy. 

Our  activities  readily  become  trivial  and  un- 
interesting, whether  in  our  "personal"  or 
"professional"  roles. 

So  what  has  this  to  do  with  CME? 
Among  possible  interpretations,  I'll  offer  just 
one.  If  you  haven't  developed  an  "intellec- 
tual passion"  about  something,  then  do  so. 

If  the  phrase  itself  seems  excessive  to  your 
customarily  moderate  nature,  then  call  it  a 
hobby  or  a special  interest.  No  matter  what 
your  medical  specialty,  I promise  you  much 
satisfaction  if  you'll  choose  one  topic  (prefer- 
ably small  or  esoteric)  and  really  dig  into  it. 
With  prudence  in  that  selection,  plus  the 


Dr.  Caplan  is  Assodate  Dean  for  Continuing  Medical  Education  at 
the  University  of  Iowa  College  of  Medidne. 


magnificent  library  resources  now  available, 
we  can  each  become  a world  expert. 

That  can  happen  without  our  making  a 
contribution  to  the  pool  of  knowledge,  al- 
though having  such  a fund  of  information  at 
hand  allows,  even  encourages,  that  possibil- 
ity. What  topic  to  choose?  How  about  start- 
ing with  a "mystery"  presented  by  one  of 
your  own  patients,  maybe  someone  with  an 
uncommon  disorder,  or  even  an  uncommon 
symptom  ("Doctor,  my  eyelashes  ache").  Or 
make  a list  — short.  I'm  sure  — of  issues 
that  have  always  especially  puzzled  or  in- 
trigued you.  Then  do  some  reading  about  it, 
and  every  3 to  6 months  repeat  the  search 
for  whatever  was  newly  published  about 
your  topic. 

I've  used  a medical  example,  but  urge 
you  to  apply  the  same  spirit  of  inquiry  and 
follow-through  to  some  non-medical  topic  as 
well.  Often  the  "non-medical"  will  contain 
or  merge  with  some  medical  strands  that 
other  people  might  not  have  noticed.  But 
whether  your  fascination  explores  the 
growth  patterns  of  hybrid  marigolds,  the 
techniques  used  by  the  Venetian  Doges  to 
govern  trade,  the  at-home-us.-away  home 
run  experience  of  the  Cubs,  find  something 
to  pursue  with  enough  dedication  — yes, 
passion  — that  at  least  on  that  topic,  you  are 
no  longer  practicing  moderation.  Robert 
Frost's  little  poem  captures  the  spirit  well: 

In  a Glass  of  Cider 
It  seemed  I was  a mite  of  sediment 
That  waited  for  the  bottom  to  ferment 
So  I could  catch  a bubble  in  ascent. 

I rode  up  on  one  till  the  bubble  burst 
And  when  that  left  me  to  sink  back  reversed 
I was  no  worse  off  than  I was  at  first. 

I'd  catch  another  bubble  if  I waited. 

The  thing  was  to  get  now  and  then  elated. 
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Biomedical  Ethics 


The  Christine  Busalacchi  Case 


A i 7-year-old  girl  had  severe  brain  dam- 
age following  a car  wreck.  A week  after 
the  accident,  the  girl's  father  consented  to  the 
surgical  placement  of  a feeding  tube  that  would 
sustain  his  daughter's  life. 

The  young  woman  ended  up  as  a patient 
at  the  Missouri  Rehabilitation  Center  in  Mount 
Vernon,  where  she  remained  for  over  3 years 
in  a persistent  vegetative  state.  In  early  1991, 
when  her  father  decided  the  feeding  tube 
should  be  removed  so  his  daughter  could  die, 
he  was  prevented  from  doing  so  by  the  hos- 
pital, the  state  department  of  health  and  the 
court  system  in  Missouri. 

Does  this  case  sound  vaguely  familiar?  It 
is  not  another  version  of  the  Nancy  Cruzan 
case  (she  died  on  December  26,  1990),  al- 
though Chris  Busalacchi  was  in  the  same  ward 
of  the  Missouri  Rehabilitation  Center  with 
Nancy  Cruzan  for  a period  of  time. 

The  cases  are  similar  in  some  ways:  the 
young  ages  and  gender  of  the  patients,  the 
diagnosis  of  PVS,  the  refusal  by  the  parents 
of  continued  tube  feeding  and  the  legal  inter- 
vention by  the  state. 

There  are  also  important  differences  in  the 
2 cases:  1)  Chris  Busalacchi  was  9 years  younger 
than  Nancy  Cruzan  at  the  time  of  their  car 
wrecks;  2)  she,  unlike  Cruzan,  had  never  made 
comments  to  anyone  about  not  wanting  her 
life  sustained  with  medical  technology;  3)  her 
father,  Peter  Busalacchi,  in  the  role  of  her  sur- 
rogate, could  not  therefore  make  a “substi- 
tuted judgment"  for  his  daughter;  4)  no  evi- 
dence of  the  patient's  preferences  could  be 
presented  to  a court  that  would  meet  Mis- 
souri's “clear  and  convincing"  legal  standard 
for  evidence;  5)  Pete  Busalacchi,  unlike  the 

This  column  is  written  by  Robert  Weir,  Ph.D.,  director  of  biomedical 
ethics  for  the  University  of  Iowa  College  of  Medicine. 


Cruzans,  indicated  he  planned  to  take  his 
daughter  to  Minneapolis  for  additional  diag- 
nostic tests  and,  if  the  diagnosis  is  PVS,  re- 
moval of  her  feeding  tube  there;  and  6)  Chris 
Busalacchi,  unlike  Cruzan  (and  the  majority  of 
patients  anywhere),  became  the  subject  of  a 
videotape  made  by  the  state  department  of 
health  and  shown  on  local  television  stations 
without  her  father's  knowledge  or  consent. 

Moreover,  as  this  is  being  written,  the  case 
differs  from  the  Cruzan  case  in  that  neither 
the  Missouri  Supreme  Court  nor  the  U.S.  Su- 
preme Court  has  reviewed  the  2-to-l  decision 
in  March  by  the  Eastern  District  Court  of  Ap- 
peals (in  Missouri)  to  reject  Pete  Busalacchi' s 
request  to  take  his  daughter  to  Minnesota. 

This  case  has  obvious  legal  importance.  It 
is  possible  it  will  end  up  in  the  U.S.  Supreme 
Court  with  questions  related  to  the  rights  of 
nonautonomous  patients  and  their  surrogates 
to  make  decisions  about  medical  treatment, 
the  right  to  travel  across  state  borders  to  seek 
medical  opinions  and  treatment  and  the  rights 
of  state  governments  to  override  parental  pref- 
erences regarding  medical  treatment  for  pa- 
tients who  cannot  make  decisions  about  their 
own  health  care. 

In  addition,  the  case  raises  several  ethical 
issues  regarding  nonautonomous  patients:  the 
importance  of  working  with  appropriate  sur- 
rogates of  these  patients  (a  relative  or  close 
friend  who  knows  the  patient  well),  the  ne- 
cessity of  making  decisions  based  on  the  pa- 
tient's best  interests  when  substituted  judg- 
ment is  not  possible,  the  need  to  make 
decisions  about  technological  feeding  in  the 
same  way  decisions  are  made  about  other 
forms  of  medical  technology  and  the  impor- 
tance of  keeping  clinical  cases  out  of  the  courts 
whenever  possible. 


May  1991  / 227 


Practice  and  Personal  Management 


A Sane  Investment 


The  modern  deferred  annuity  — a contract 
issued  by  an  insurance  company  — makes 
a lot  of  sense  regardless  of  stock  market  con- 
ditions. “Annuity”  means  a stream  of  pay- 
ments. Unlike  life  insurance  which  provides 
financial  protection  in  case  of  premature  death, 
an  annuity  provides  financial  security  during 
your  lifetime. 

Earnings  on  an  annuity  contract  com- 
pound free  of  federal  and  state  income  taxes 
until  you  withdraw  the  money.  The  difference 
between  earnings  taxed  at  28%  or  31%  and 
those  which  compound  tax-deferred  can  be 
dramatic: 


THE  BENEFIT  OF  A TAX-DEFERRED  ANNUITY 


Single  payment  of  $25,000 
Assumed  earnings  of  8.5% 


10  Years 


$56,524 
$45,280 
1 [ $44,204 


] $78,160 


30  Years 


$148,544 

I I $138,201 


$288,956 


Taxable  at  28%  tax  rate 
I 1 Taxable  at  31%  tax  rate 


The  figures  shown  are  for  illustrative  purposes  only  and  are  based 
on  an  annual  interest  rate  of  8.5%.  Such  figures  are  neither  a 
guarantee  nor  an  estimate  of  the  future.  Taxes  are  paid  on  the 
annuity  when  earnings  are  withdrawn. 


This  article  was  written  by  Miles  Luchtenburg,  assistant  vice  pres- 
ident with  Piper,  Jaffray  and  Hopwood  in  Des  Moines. 


Various  annuity  contracts  are  available  for 
conservative  or  aggressive  savers.  Fixed  an- 
nuities offer  guarantees  by  the  issuing  insur- 
ance company  on  the  principal,  accumulated 
interest  and  rate  paid.  The  initial  interest  rate 
is  fixed  for  a specific  period;  thereafter  the  rate 
can  be  adjusted. 

Investors  willing  to  take  more  risk  may 
prefer  variable  annuities  which  allow  you  to 
choose  professionally  managed  securities 
portfolios.  A popular  way  is  to  authorize  trans- 
fer of  assets  on  a monthly  basis  from  the  an- 
nuity's money  market  fund  or  fixed  account 
to  an  investment  fund.  There  are  no  charges 
or  tax  consequences.  In  a variable  annuity,  if 
you  should  die  prior  to  receiving  payouts,  your 
beneficiaries  are  guaranteed  to  receive  the  total 
amount  you  invested  or  your  account  value  — 
whichever  is  greater  — free  of  probate. 

Deferred  annuities  have  no  front-end  sales 
charge  — 100%  of  your  investment  goes  to 
work  right  away.  On  most  contracts,  you  may 
request  a withdrawal  of  up  to  10%  of  your 
purchase  payments  per  contract  year.  These 
withdrawals  may  be  subject  to  taxation.  With- 
drawals in  excess  of  10%  may  be  assessed  a 
sales  charge  based  on  the  time  you  have  owned 
the  annuity.  After  1-7  years,  there  generally 
is  no  withdrawal  charge. 

Annuities  offer  you  a choice  of  several 
payout  options.  Certain  options  provide  for 
continued  payment  to  a survivor.  The  selec- 
tion of  a payout  option  need  not  be  made  at 
the  time  of  initial  purchase  of  the  annuity,  but 
most  states  require  a decision  by  age  90. 

The  exceptional  flexibility  of  deferred  an- 
nuities combined  with  such  benefits  as  tax- 
deferral,  probate  avoidance,  dollar  cost  aver- 
aging and  other  estate-planning  tools  makes 
them  attractive  in  today's  confusing  invest- 
ment environment. 
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About  Iowa  Physicians 


Dr.  John  Bambara  was  recently  appointed 
medical  director  of  the  Mahaska  County  Hos- 
pital Emergency  Department,  Oskaloosa.  Dr. 
Bambara  previously  practiced  family  medicine 
in  Davenport.  Dr.  Carlyn  Christensen-Szalan- 
ski  has  opened  the  Adolescent  and  Pediatric 
Health  Clinic  in  Iowa  City.  Dr.  Christensen- 
Szalanski  previously  practiced  at  Muscatine 
Health  Center.  Dr.  James  Hanson,  U.  of  I. 
College  of  Medicine  pediatric  geneticist,  has 
been  named  a 1991  Kennedy  Foundation  Fel- 
low in  Public  Policy.  Dr.  Hanson  will  work  for 
one  year  with  the  Subcommittee  on  Disability 
Policy  which  is  chaired  by  Senator  Tom  Har- 
kin.  Dr.  Luis  Barrios  has  joined  the  Mercy 
Care  Clinic  in  Marengo.  Dr.  Barrios  received 
the  M.D.  degree  from  the  Universidad  de  San 
Carlos  de  Guatemala  and  completed  residen- 
cies at  Brooklyn-Cumberland  Medical  Center, 
Brooklyn,  New  York  and  Sacred  Heart  Hos- 
pital and  Medical  Center,  Allentown,  Penn- 
sylvania. Dr.  Roger  Ceilley,  Des  Moines,  has 


been  elected  a member  of  the  American  Acad- 
emy of  Dermatology  board  of  directors.  Dr. 
William  DeGravelles,  Des  Moines,  has  been 
elected  president  of  the  Iowa  Society  of  Re- 
habilitation Medicine.  Dr.  Marvin  Hurd,  West 
Des  Moines  was  elected  secretary /treasurer. 
Dr.  Emmett  Mathiasen,  Council  Bluffs,  has 
been  elected  president  of  the  board  of  directors 
of  the  Iowa  Association  of  Long-Term  Care 
Facility  Medical  Directors.  Other  officers  in- 
clude Dr.  Ronald  Roth,  Waterloo,  vice  presi- 
dent and  Dr.  Robert  Wettach,  Mt.  Pleasant, 
secretary/treasurer.  Dr.  Pravina  Shah  has 
joined  the  medical  staff  at  Grinnell  General 
Hospital.  Dr.  Shah  received  the  M.D.  degree 
from  the  University  of  Gujarat  in  India  and 
completed  an  internship  and  residency  at  Al- 
bert Einstein  Medical  Center,  Philadelphia, 
Pennsylvania.  Most  recently  Dr.  Shah  served 
as  staff  anesthesiologist  at  Helene  Fuld  Med- 
ical Center,  Trenton,  New  Jersey  and  Staten 
Island  Hospital,  New  York. 


IS  ANYONE  OUT  THERE??? 

Over  the  past  several  months,  IOWA  MEDICINE  has  invited  its  readers  to  (1)  submit 
photographs  for  possible  use  on  the  cover  of  the  magazine  (2)  submit  brief  articles  or 
anecdotes  about  an  unusual  case  or  (3)  submit  opinions  on  specific  medical /socioeconomic 
questions. 

The  response  has  been — in  a word — lousy!  But,  we'll  keep  trying. 

If  you  have  a favorite  unusual  photograph  of  a person,  place  or  thing,  please  let  us  see  it. 

If  you  have  a particularly  interesting  medical  diagnosis  or  treatment  story,  please  share  it. 

If  you  have  an  opinion,  let  us  tell  our  readers  about  it.  Just  respond  to  the  following  question, 
and  we'll  save  space  to  print  several  individual  comments: 

What  is  the  major  crisis  facing  the  practice  of  medicine? 

We  know  you're  out  there — please  talk  to  us! 

THE  EDITORS 
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Classified  Advertising 


CLASSIFIED  ADVERTISING  RA  TE  — $3  per  line , $30 
minimum  per  insertion.  NO  CHARGE  TO  MEMBERS 
OF  IOWA  MEDICAL  SOCIETY.  Copy  deadline  — 1st 
of  the  month  preceding  publication. 

CENTERVILLE,  IOWA  — Weekend  coverage  available  in  emergency 
department  at  this  33-bed  facility.  Competitive  hourly  rate  and  paid 
malpractice  insurance  with  unlimited  tail  coverage.  Contact  Emergency 
Consultants,  Inc.,  2240  S.  Airport  Road,  Room  43,  Traverse  City,  Mich- 
igan 49684;  1-800/253-1795  or  in  Michigan  1-800/632-3496. 


FAMILY  PRACTICE,  HOSPITAL  SPONSORED  CLINIC  OPPORTU- 
NITY — Dynamic,  growth-oriented  hospital  in  beautiful  north  central 
Wisconsin  is  seeking  family  physicians  to  join  a growing  practice  in  a 
new  facility.  The  administrative  burdens  of  medical  practice  will  be 
minimized  in  this  hospital-managed  clinic.  The  hospital  has  committed 
to  an  income  and  benefit  package  which  is  significantly  higher  than 
similar  opportunities.  Package  includes  base  income,  incentive  bonus, 
malpractice,  disability,  signing  bonus  and  student  loan  reduction/for- 
giveness program.  All  relocation  costs  will  be  borne  by  the  hospital. 
Please  contact  Kari  Wangsness,  Associate,  The  Chancellor  Group,  Inc., 
France  Place,  Suite  920, 3601  Minnesota  Drive,  Bloomington,  Minnesota 
55435;  612/835-5123. 


SOUTHEASTERN  IOWA  — Seeking  full-time  and  part-time  physicians 
for  new  50-bed  hospital  emergency  department.  Attractive  hourly  com- 
pensation and  paid  malpractice  insurance  with  unlimited  tail  coverage. 
Benefit  package  available  to  full-time  physicians.  Contact  Emergency 
Consultants,  Inc.,  2240  S.  Airport  Road,  Room  43,  Traverse  City,  Mich- 
igan 49684,  1-800-253-1795  or  in  Michigan  1-800/632-3496. 


OSCEOLA,  IOWA  — Weekend  coverage  available  in  emergency  de- 
partment of  48-bed  hospital.  Competitive  hourly  rate  and  paid  mal- 
practice insurance  with  unlimited  tail  coverage.  Contact  Emergency 
Consultants,  Inc.,  2240  South  Airport  Road,  Room  43,  Traverse  City, 
Michigan  49684;  1-800/253-1795  or  in  Michigan  1-800/632-3496. 


ESTHERVILLE,  IOWA  — Seeking  physicians  in  primary  care  special- 
ties to  provide  weekend  coverage  at  low  volume  emergency  department 
in  northwestern  Iowa.  Excellent  compensation  and  paid  malpractice 
insurance  with  unlimited  tail  coverage.  Contact  Emergency  Consul- 
tants, Inc.,  2240  South  Airport  Road,  Room  43,  Traverse  City,  Michigan 
49684;  1-800/253-1795  or  in  Michigan  1-800/632-3496. 


MASON  CITY,  IOWA  — Seeking  director,  full-time  and  part-time  phy- 
sicians for  low  volume  75-bed  hospital  emergency  department.  Great 
opportunity  to  develop  "state  of  the  art"  quality  assurance  and  edu- 
cational programs.  Excellent  compensation,  paid  malpractice  insurance 
with  unlimited  tail  coverage  and  full  benefit  package  to  full-time  staff. 
Contact  Emergency  Consultants,  Inc.,  2240  South  Airport  Road,  Room 
43,  Traverse  City,  Michigan  49684;  1-800/253-1795  or  in  Michigan  1-800/ 
632-3496. 


KANSAS/MISSOURI  — Excellent  full-time  and  part-time  opportunities 
in  emergency  medicine  for  primary  care  and  ABEM  certified  and  pre- 
pared physicians.  Facilities  range  from  3,000-20,000  patient  visits  per 
year.  Big  city  amenities  with  good  quality  of  life.  Contact  Emergency 
Medical  Services,  3101  Broadway,  Suite  1000,  Kansas  City,  Missouri 
64111,  800/821-5147. 


OCCUPATIONAL  MEDICINE  OPPORTUNITY  — Opportunities  avail- 
able for  permanent  and  permanent  part-time  positions  in  occupational 
medicine  in  the  Kansas  City  metropolitan  area.  Responsibilities  include 
pre-employment  screenings,  periodic  evaluations  and  evaluation  and 
treatment  of  work  related  injuries.  Previous  experience  in  occupational 
medicine  is  desirable,  however,  training  in  general  surgery,  orthopedic 
surgery,  internal  medicine  or  family  practice  may  be  acceptable.  Ex- 
cellent compensation  and  flexible  hours.  If  you  are  interested  in  these 
positions,  please  contact  Ms.  Judi  Iggens,  Professional  Relations,  3101 
Broadway,  Suite  1000,  Kansas  City,  Missouri  64111  or  call  816/561-2105. 


EMERGENCY  MEDICINE  — Opportunity  in  Des  Moines.  Seeking  FT 
or  PT  physicians  to  join  in  staffing  ED  at  197-bed  urban  hospital.  BE/ 
BC  in  primary  care  specialty  or  comparable  experience  in  emergency 
medicine.  Requires  ACLS  certification.  An  attractive  compensation 
package  that  includes  a competitive  hourly  rate,  malpractice  insurance 
and  full  benefits.  Send  your  CV  in  confidence  to  Deb  Gingrich,  Emer- 
gency Practice  Associates,  Inc.,  Box  1260,  Waterloo,  Iowa  50704  or  call 
800/458-5003. 


SOUTHWESTERN  IOWA  — Small  hospital  seeks  3rd  FP.  Guarantee 
$90,000;  plus  benefits.  Omaha,  Nebraska  one  hour's  drive.  MINNE- 
SOTA — Lake  side  community  45  minutes  from  Minneapolis  seeks  FP. 
Salary,  productivity,  benefits.  Wanda  Parker,  E.G.  Todd  Physician 
Search,  Inc.,  915  Broadway,  Suite  1101,  New  York,  New  York  10010, 
800/221-4762. 


MANKATO  CLINIC,  LTD.  — A progressive  group  practice  is  seeking 
BE/BC  physicians  in  the  following  specialties:  dermatology,  family 
practice,  gastroenterology,  invasive  cardiology,  oncology/hematology, 
pediatrics,  urology,  orthopedic  surgery,  pulmonology  and  general  in- 
ternal medicine.  The  Mankato  Clinic  is  a 50-doctor  multispecialty  group 
practice  in  south  central  Minnesota  with  a trade  area  population  of 
+ 250,000.  Guaranteed  salary  first  year,  incentive  thereafter  with  full 
range  of  benefits  and  liberal  time  off.  For  more  information,  call  Roger 
Greenwald,  Executive  Vice  President  or  Dr.  B.C.  McGregor,  President 
at  507/625-1811  or  write  501  Holly  Lane,  Mankato,  Minnesota  56001. 


FAMILY  PHYSICIAN  — Needed  July,  1991,  for  a 3-physician  practice 
in  Tipton,  Iowa.  Must  be  ABFP  certified/eligible.  OB  not  required.  New 
practice  facility  supported  by  Mercy  Services  Iowa  City,  Inc.  Contact 
Mercy  Services  Iowa  City,  Inc.,  500  E.  Market  Street,  Iowa  City,  Iowa 
52245  or  phone  319/339-3541. 


GENERAL  INTERNAL  MEDICINE  — Marshfield  Clinic,  a 350-phy- 
sician multispecialty  group  practice  is  seeking  BE/BC  family  practi- 
tioners to  join  expanding  regional  centers.  Positions  are  available  in 
west  central,  northwestern  and  north  central  Wisconsin.  These  are  beau- 
tiful, wooded  Wisconsin  areas  with  an  abundance  of  lakes,  rivers,  and 
streams.  All  are  ideally  suited  for  physicians  seeking  to  combine  profes- 
sional excellence  in  a midwest,  family-oriented  location  offering  ex- 
ceptional 4-season  recreational  activities.  Wisconsin  consistently  leads 
the  nation  in  ACT  and  SAT  scores  and  the  school  system  in  these 
communities  is  excellent.  Each  has  its  own  special  qualities  with  more 
attractive  features  relative  to  individual  needs  and  preferences.  Starting 
salary  up  to  $99,700  with  salary  in  2 years  up  to  $131,600.  Fringe  benefit 
package  is  outstanding.  If  this  combination  of  professional  excellence 
and  life-style  made  possible  through  the  back-up  resources  of  a leading 
medical  center  in  conjunction  with  the  uncommon,  varied  beauty  of 
Wisconsin's  land  and  lakes  sounds  interesting  to  you,  please  send  CV 
and  references  to  David  L.  Draves,  Director  of  Regional  Development, 
1000  North  Oak  Avenue,  Marshfield,  Wisconsin  54449  or  call  1-800/826- 
2345,  extension  5376. 
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ROBERT  A.  HAYNE,  M.D. 
THOMAS  A.  CARLSTROM,  M.D. 
DAVID  J.  BOARINI,  M.D. 

1215  PLEASANT,  SUITE  608 
DES  MOINES  50309 
515/283-5760 

NEUROLOGICAL  SURGERY 


OPHTHALMOLOGY 


NORTH  IOWA  EYE  CLINIC,  P.C. 

ADDISON  W.  BROWN,  JR.,  M.D. 

MICHAEL  L.  LONG,  M.D. 

BRADLEY  L.  ISAAK,  M.D. 

RANDALL  S.  BRENTON,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 

GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 

WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D. 

RUSSELL  H.  WATT,  M.D. 

JOHN  M.  GRAETHER,  M.D. 

RUSSELL  R.  WIDNER,  M.D. 

GILBERT  W.  HARRIS,  M.D. 

JAMES  A.  DAVISON,  M.D. 

NORMAN  F.  WOODLIEF,  M.D. 

ERIC  W.  BLIGARD,  M.D. 

DAVID  D.  SAGGAU,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/754-6200 
SATELLITE  OFFICES: 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

300  SOUTH  KENYON  ROAD 
FORT  DODGE  50501 
515/576-7777 

516  SOUTH  DIVISION  STREET 
CEDAR  FALLS  50613 
319/277-0103 

OPHTHALMIC  ASSOCIATES,  P.C. 

ROBERT  D.  WHINERY,  M.D. 

STEPHEN  H.  WOLKEN,  M.D. 

ROBERT  B.  GOFFSTEIN,  M.D. 

LYSE  S.  STRNAD,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D. 

JAMES  W.  WHITE,  M.D. 

CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 

IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D. 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

1215  PLEASANT,  SUITE  408 
DES  MOINES  50309 
515/283-5780 
1/800/248-4443 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 

PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

ROBERT  G.  SMITS,  M.D.,  P.C. 

1040  5TH  AVENUE 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 


PATHOLOGY 


LABORATORY  OF  CLINICAL  MEDICINE 
DAVID  W.  GAUGER,  M.D. 

ROBERT  L.  MAAS,  M.D. 

L.  JEFF  RISSMAN,  M.D. 

11380  AURORA  AVENUE 
DES  MOINES  50322 
515/276-8402 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


REHABILITATION  MEDICINE  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 
CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

YOUNKER  REHABILITATION 
CENTER 

IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 
515/283-6434 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 
HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL 
SERVICES  FOR  ADULTS,  ADOLESCENTS, 
CHILDREN  AND  INFANTS 


PULMONARY  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & CRITICAL 
CARE  ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 

DONALD  L.  BURROWS,  M.D. 

MICHAEL  WITTE,  D.O. 

PULMONARY  DISEASES 
1601  NW  114TH,  SUITE  347 
DES  MOINES  50325-7072 
24  HOUR  515/224-1777 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  O.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 

SINESIO  MISOL,  M.D. 

411  LAUREL,  SUITE  3300 
DES  MOINES  50314 
515/247-8400 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

SURGICAL  AFFILIATES,  P.C. 

JAMES  M.  CATERINE,  M.D.,  F.A.C.S. 

C.  DAVID  SMITH,  M.D. 

KATHLEEN  L.  SMITH,  M.D. 

KENDALL  REED,  D.O.,  F.A.C.O.S. 

STEVEN  A.  CAHALAN,  M.D. 

ONYEBUCHI  UKABIALA,  M.D.,  F.R.C.S. 
JOHN  STERN,  M.D. 

411  LAUREL,  SUITE  2100 
MERCY  MEDICAL  PLAZA  EAST 
DES  MOINES  50314 
515/247/3266 

GENERAL,  THORACIC,  VASCULAR, 
ONCOLOGIC  AND  PEDIATRIC  SURGERY 

WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/283-5767 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 
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In  the  Public  Interest 


Screening  and  Prevention  of 
Skin  Cancer 


Editors'  Note:  This  month's  guest  authors  are  Gerry 
Tetrault,  R.N.,  B.S.N.,  head  nurse  with  the  der- 
matology outpatient  clinic  at  University  of  Iowa 
Hospitals  and  Clinics  and  Richard  Caplan,  M.D., 
a dermatologist  and  associate  dean  for  continuing 
medical  education  at  the  University  of  Iowa  College 
of  Medicine. 

Because  skin  cancer  is  the  fastest  growing 
form  of  cancer  in  the  USA,  with  more 
than  600,000  new  cases  expected  in  1991,  the 
National  Skin  Cancer  Prevention  and  Detec- 
tion “Week"  has  been  expanded  to  the  entire 
month  of  May. 

In  1990,  approximately  100,000  people 
throughout  the  nation  were  examined  in  free 
public  screening  sessions  sponsored  by  the 
American  Academy  of  Dermatology.  Almost 
900  suspected  melanomas  were  discovered  as 
well  as  7,959  suspected  basal  cell  carcinomas 
and  1,069  squamous  cell  carcinomas.  Because 
early  detection  and  treatment  is  critical  for  ex- 
isting skin  cancers,  this  program  is  not  only 
one  of  the  finest  examples  of  medical  public 
service  but  also  has  saved  lives. 

The  majority  of  skin  cancers  can  be  attrib- 
uted to  overexposure  to  the  sun.  Skin  cancer 
is  the  most  common  form  of  cancer  in  the 
United  States,  with  the  number  of  melanoma 
cases  doubling  each  recent  decade.  One  in  7 
Americans  now  alive  will  develop  skin  cancer 
in  their  lifetime,  a number  growing  by  about 
4%  annually.  Skin  cancer  is  an  undeclared  ep- 
idemic. 

Nurses  Join  Educational  Efforts 

Joining  dermatologists  in  this  crusade  to 
detect  and  prevent  skin  cancer  have  been 


members  of  the  Dermatology  Nurses'  Asso- 
ciation. At  the  screening,  usually  requiring 
about  5 minutes  per  person,  participants  are 
checked  by  a dermatologist  for  specific  lesions 
or  conditions.  Should  a suspicious  lesion  be 
found,  the  person  is  given  a written  report  and 
directed  to  his  or  her  own  physician  for  follow- 
up. Nurses  give  written  and  verbal  informa- 
tion about  the  different  kinds  of  skin  cancer 
and  provide  strategies  for  skin  protection. 

Locally,  nurses  sponsor  skin  cancer 
awareness  and  prevention  programs  which 
may  take  place  at  schools,  day  care  centers, 
community  centers  and  health  fairs.  Emphasis 
is  given  to  the  use  of  physical  and  chemical 
sun  protection  barriers,  such  as  wearing  pro- 
tective clothing  and  chemical  sunscreens,  when 
exposing  oneself  to  the  sun.  Participants  are 
encouraged  to  avoid  outdoor  activities  from  10 
a.m.  to  2 p.m.,  if  possible. 

Dermatologists  and  the  Dermatology 
Nurses'  Association  are  committed  to  height- 
ening the  awareness  and  understanding  of 
melanoma  and  non-melanoma  skin  cancers 
among  the  general  public  and  members  of  the 
health  care  community.  The  goal:  to  educate 
everyone  to  a conscientious  lifelong  program 
to  avoid  unprotected  sun  exposure. 
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President's  Privilege 


R.  Bruce  Trimble,  M.D. 


"The  Patient  on  the  Doorstep" 


I am  not  sure  if  the  editor  has  done  a 
readership  survey  of  the  president's  col- 
umn. One  very  faithful  reader,  however,  is  a 
president-elect.  It  has  become  clear  to  me 
that  the  title  of  this  page  permits  wide  lati- 
tude in  topic  choice.  My  predecessors  have 
written  thoughtful  columns,  but  they  have 
not  felt  constrained  to  pursue  a common 
theme.  Nor  will  I.  Reprinted  in  this  first  col- 
umn with  the  kind  permission  of  New  Eng- 
land Journal  of  Medicine  is  a letter  which  has 
been  on  my  bulletin  board  for  a number  of 
years. 

To  the  Editor:  We  would  all  be  good  and 
gracious  if  we  could  only  determine  the  condi- 
tions: if  we  felt  well;  if  the  good  to  be  done 
were  rewarding  enough  to  us;  if  the  time  and 
place  were  convenient;  if  the  task  fell  within 
our  specialty  or  subspecialty;  and  if  it  were  in 
no  way  demeaning  to  our  sense  of  self.  Alas, 
the  opportunities  for  doing  good  under  these 
ideal  conditions  are  too  few. 

I am  concerned  about  patients  who  just 
don't  seem  to  fit  the  medical  scheme  of  things. 
Pity  the  old  bachelor  who  turns  up  at  a Family 
Medicine  clinic  and  is  referred  to  a hospital 
emergency  room  because  he  has  no  family. 

Pity  the  patient  who  is  neither  "medical," 
"surgical"  nor  psychiatric,"  who  must  con- 
front an  imperious  resident  on  any  of  these 
services.  Pity  the  patient,  with  a late  afternoon 
appointment  with  an  internist,  who  obviously 
has  a functional  disorder.  Pity  the  old  person 
who  simply  needs  a friend  to  tell  his  troubles 
to. 

Such  patients,  even  if  they  were  saints, 
make  us  uncomfortable.  They  are  on  our  door- 
step asking  for  help.  Our  inadequate  treatment 


of  them  is  bringing  our  profession  into  disre- 
pute. What  usually  happens  is  that  we  give 
the  patient  what  he  perceives  to  be  a brush- 
off.  Instead  of  taking  a history  and  doing  a 
physical  examination,  we  tend  to  jump  to  the 
conclusion  that  the  patient  is  not  really  our 
kind  of  patient.  We  do  peevishly  what  might 
be  done  graciously.  Ordinary  good  manners 
give  way  to  cold  civility.  The  sense  of  touch  is 
replaced  by  a sense  of  distance. 

We  all  need  to  be  reminded  from  time  to 
time  that  we  should  be  not  only  good  at  what 
we  do  but  good  in  the  way  that  we  go  about 
it.  I believe  the  trait  we  need  is  graciousness. 
Graciousness  embraces  cordiality  and  generos- 
ity. It  suggests  a willingness  to  go  the  second 
mile,  to  soothe  the  irritable  and  to  calm  the 
troubled.  Furthermore,  graciousness,  sincere 
and  not  effusive,  is  good,  not  only  for  pa- 
tients, but  good  for  us  too  — daily,  hourly,  in 
all  our  dealings,  but  particularly  with  patients 
on  the  doorstep.  — William  Poe,  M.D.,  Salem, 
Virginia. 

The  theme  of  this  issue  is  emergency 
medicine.  We  do  not  all  need  to  be  as  fully 
trained  for  emergencies  as  the  specialists, 
but  we  all  should  have  a basic  level  of  com- 
petence. Have  you  reviewed  basic  cardiac 
life  support  recently?  How  about  ACLS?  Are 
you  familiar  with  your  community  disaster 
plan? 


R.  Bruce  Trimble,  M.D. 

President 
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For  your  insulin-mixing 
or  NPH-using  patients 


Humulin  7^30 
makes  life  easier 


Rapid  onset  and  sustained 
duration  insulin  activity 
in  a single  vial 


■ May  offer  enhanced 
control  through  a 
more  physiologic 
activity  profile 

■ Accurate  dosing — 
eliminates  mixing 
errors 

■ Convenient 
premixed  dose  for 
better  compliance 

■ Easy  to  use — 
for  patients  who 
find  mixing  difficult 


Specify 

Humulin 

70%  human  insulin 
isophane  suspension 
30%>  human  insulin  injection 
(recombinant  DNA  origin) 


Humulin  has 
just  the  right  mix 

Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

Changes  in  refinement,  purity,  strength,  brand 
(manufacturer),  type  (regular,  NPH,  Lente®,  etc),  species 
(beef,  pork,  beef-pork,  human),  and/or  method  of 
manufacture  (recombinant  DNA  versus  animal-source 
insulin)  may  result  in  the  need  for  a change  in  dosage. 

Leadership  In  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 
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Attorney  for  Cruzans 
Discusses  Legal  'Odyssey' 


On  December  11,  1983 , 2 5 -year -old 
Missourian  Nancy  Cruzan  was  in  a 
serious  car  accident , pronounced 
dead  at  the  scene  by  police  then  re- 
suscitated by  paramedics.  On  Decem- 
ber 14,  1990,  the  gastrostomy  tube 
which  had  kept  Nancy  alive  since  the 
accident  was  removed  and  she  died 
1 1 days  later.  The  heartbreak,  legal 
maneuvering  and  impassioned  discus- 
sions of  the  8 years  between  these 
events  captured  the  attention  of  the 
nation. 


Attorney  william  colby  tried  his  best, 
but  emotion  prevented  him  from  dis- 
cussing a December  26  phone  call  from  Joe 
Cruzan  telling  him  Nancy  had  died.  "Maybe 
I'll  be  able  to  talk  about  it  later,"  he  told  an 
audience  of  Iowa  physicians  and  attorneys 
in  Des  Moines  January  31.  "Maybe  in  a 
while." 

Guest  speaker  at  a joint  dinner  confer- 
ence involving  the  Iowa  Medical  Society  and 
the  Iowa  State  Bar  Association,  Colby  repre- 
sented Nancy  Cruzan's  parents  in  their  ex- 
tended struggle  to  remove  the  feeding  tube 
which  kept  their  daughter  in  a hopeless  veg- 
etative state.  On  the  opposite  side  of  the 
ring  in  the  fight,  Colby  said,  was  the  State 
of  Missouri  and  its  "unqualified  interest  in 
life." 


Mr.  Colby  is  a partner  in  the  Kansas  City  law  firm  of  Shook, 
Hardy  and  Bacon.  The  firm  donated  over  $500,000  in  legal  fees  to  the 
family  in  fighting  the  Cruzan  case. 


Nancy  was  in  intensive  care  for  3 weeks 
following  her  accident.  During  that  time, 
doctors  told  her  parents  there  was  no  way  of 
knowing  if  or  when  she  would  wake  from 
her  coma.  When  she  became  malnourished, 
doctors  asked  the  Cruzans  for  permission  to 
insert  a gastrostomy  tube  and  pump. 

"Like  any  parents,  they  gave  their  per- 
mission," related  Colby.  "They  wanted  her 
to  have  every  chance." 

A week  or  so  later,  Nancy's  eyes 
opened.  At  first,  Joe  and  Joyce  Cruzan 
thought  this  was  progress.  But,  they  still 
had  a lot  to  learn  about  patients  in  a persist- 
ent state  of  vegetation. 

"A  person  in  this  state  is  not  in  a coma. 
They  grimace,  make  noises  and  even  open 
their  eyes.  But  they  have  no  consciousness 
and  most  of  the  upper,  thinking  part  of  the 
brain  is  just  dead,"  Colby  explained,  relating 
that  Nancy  Cruzan's  brain  was  probably 
without  oxygen  for  24  minutes  at  the  acci- 
dent scene.  "If  a patient  in  this  condition  is 
fed  through  a tube,  that  patient  can  live  30 
years." 

Eventually,  Nancy  was  moved  to  the 
state  rehabilitation  hospital.  As  time  wore 
on,  her  parents  accepted  the  fact  she  was 
never  going  to  improve.  Her  knees  drew  up 
to  her  chest  and  her  fingers  contracted  so  se- 
verely that  towels  had  to  be  wedged  beneath 
her  fingers  to  keep  her  nails  from  cutting 
her  wrists.  It  became  clear  to  the  Cruzans 
that  Nancy  would  not  have  wanted  to  be  in 
such  a condition.  They  asked  the  hospital  to 
remove  the  gastrostomy  tube  but  the  hospi- 
tal would  not  do  so  without  a court  order. 

(Continued  next  page) 
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"So,  the  Cruzans  began  their  odyssey 
through  the  court  system,"  said  Colby.  "The 
trial  court  ruled  Nancy  had  a constitutional 
and  Missouri  state  right  to  have  the  tube  re- 
moved, but  the  Missouri  Attorney  General 
appealed  directly  to  the  Missouri  Supreme 
Court.  In  a 4-3  decision,  this  court  over- 
turned the  trial  court.  The  Missouri  Supreme 
Court  was  the  first  in  the  country  to  rule  so 
expansively  against  a family  in  this  regard. 
Once  you  start  a treatment  on  an  uncon- 
scious patient  in  Missouri,  it  can't  be 
stopped  unless  it's  causing  pain." 

On  December  6,  1989,  the  U.S.  Supreme 
Court  heard  the  Cruzan  case.  "The  orga- 
nized medical  community  was  actively  on 
our  side,  as  were  most  religious  groups," 
Colby  said.  "Opposing  us  was  the  Catholic 
Conference  and  the  Solicitor  General  of  the 
United  States,  who  is  President  Bush's  law- 
yer in  the  Supreme  Court." 

The  Supreme  Court  decision  came  June 
25,  1990  and,  ironically,  it  was  hailed  by 
both  sides  as  a victory.  Though  the  court 
recognized  for  the  first  time  that  artificial 
feeding  is  medical  treatment  which  can  be 
constitutionally  refused,  it  did  not  say  the 
State  of  Missouri's  actions  were  unconstitu- 
tional. The  ball  was  back  in  Missouri's  court. 

The  Cruzans  returned  to  state  court  last 
November  and  provided  what  the  judge 
deemed  "clear  and  convincing  evidence"  of 


'It's  tough  enough  for  people 
like  the  Cruzans  without 
strangers  coming  in  dictating 
what  they  believe  is  morally 
right.' 


Nancy's  wishes  regarding  life-sustaining 
medical  treatment.  Her  tube  was  removed 
and  she  died  peacefully  on  December  26.  No 
signs  of  starvation  which  had  been  predicted 
by  right-to-life  groups  materialized,  and 
Nancy  exhibited  no  discomfort.  Her  body, 
said  Colby,  simply  shut  down. 

"In  all  polls,  92-94%  of  people  say  they 
don't  want  extraordinary  medical  treatment 
if  they  are  hopelessly  vegetative.  Therefore, 
it  makes  no  sense  for  a state  to  force  some- 


Diane  Kutzko,  J.D.,  William  Colby,  J.D.  and  Warren 
Wulfekuhler,  M.D.  confer  at  a joint  IMS/Bar  Association 
Conference  on  withholding/withdrawing  medical  care. 


one  to  have  all  the  medical  treatment  avail- 
able unless  that  person  left  behind  clear  and 
convincing  evidence  of  her  wishes." 

"Unless  a family  member  of  an  uncon- 
scious person  is  making  a decision  that's 
contrary  to  medical  ethics  or  the  express 
wishes  of  the  patient,  the  state  should  not 
be  involved  in  these  decisions,"  Colby  com- 
mented. "It's  tough  enough  for  people  like 
the  Cruzans  without  strangers  coming  in 
dictating  what  they  believe  is  morally  right." 

Colby  also  related  the  final  state  court 
decision  was  made  following  a poll  in  which 
89%  of  Missouri  residents  said  the  Cruzans 
"should  be  allowed  to  do  what  they  want." 

An  estimated  10,000  Americans  are  in  a 
vegetative  condition,  said  Colby.  The  cause 
is  growing  medical  technology  which  can 
bring  people  back  who  once  would  have 
died. 

Colby  has  taken  another  case  similar  to 
Nancy's  involving  a St.  Louis  man  whose 
daughter,  also  a car  accident  victim,  is  being 
kept  alive  by  a gastrostomy  tube.  The  man  is 
attempting  to  move  her  to  another  state 
where  the  laws  are  less  stringent. 

"The  office  of  the  Attorney  General  of 
Missouri  has  evolved  from  calling  these  fam- 
ilies murderers,  which  it  did  at  the  start  of 
the  Cruzan  case,  to  saying  these  families 
must  be  helped.  Missouri's  State  Depart- 
ment of  Health  hasn't  undergone  this  evolu- 
tion and  they're  fighting  his  attempts  to 
move  his  daughter,"  concluded  Colby. 
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Durable  Power  of  Attorney 
for  Health  Care 


Legislation  developed  by  the  Iowa 
Medical  Society  and  the  Iowa  State  Bar 
Association  to  create  a durable  power  of 
attorney  for  health  care  was  approved  by 
the  Iowa  General  Assembly  during  its 
1991  session.  House  file  501  provides  stat- 
utory recognition  of  documents  designat- 
ing another  person  (called  the  "attorney 
in  fact")  to  make  health  care  decisions  for 
a patient  (the  "principal")  who  is  tempo- 
rarily or  permanently  unable  to  make 
those  decisions. 

Prior  to  passage  of  HF  501,  Iowa  law 
provided  for  a general  durable  power  of 
attorney  but  it  was  not  specifically  devel- 
oped to  apply  to  health  care  decisions. 
House  File  501  also  provides  that  a dura- 
ble power  of  attorney  for  health  care 
which  has  been  executed  before  the  new 
law  went  into  effect  will  receive  the  same 
statutory  recognition.  Similar  documents 
from  other  states  will  also  be  recognized. 

Living  Wills  Do  Not  Cover 
' Sustenance ' 

A durable  power  of  attorney  for 
health  care  differs  from  a living  will.  A 
living  will  expresses  the  patient's  wishes 
regarding  health  care  only  in  the  event  of 
a terminal  condition.  Iowa's  living  will 
law  does  not  cover  withdrawal  of  "suste- 
nance" regardless  of  the  patient's  condi- 
tion. A durable  power  of  attorney  is  a 
broader  document  which  covers  any  situa- 
tion in  which  the  patient  is  unable  to 
make  decisions,  whether  temporary  or 
permanent.  A durable  power  of  attorney 


may  include  statements  regarding  the  spe- 
cific wishes  of  a patient  or  may  simply 
designate  a person  (such  as  a spouse  or 
trusted  friend)  to  make  decisions  for  the 
patient.  In  either  case,  it  is  advisable  for 
the  patient  and  the  designated  decision 
maker  to  discuss  in  depth  the  patient's 
wishes  regarding  medical  care,  including 
withholding  and  withdrawal  of  nutrition 
and  hydration  provided  parenterally  or  by 
intubation. 

Mechanism  for  Fulfilling 
A Patient's  Wishes 

The  new  law  also  states  that  it  may 
not  be  construed  to  authorize  mercy  kill- 
ing or  euthanasia.  Physicians  continue  to 
be  bound  by  medical  ethics  in  making 
treatment  decisions.  Also,  a physician 
who  refuses  to  withhold  or  withdraw  life 
support  is  not  subject  to  prosecution  or 
professional  discipline. 

Health  care  decisions,  including 
whether  to  withhold  or  withdraw  life  sus- 
taining care,  may  still  be  made  for  a pa- 
tient who  is  unable  to  make  those  deci- 
sions in  the  absence  of  a durable  power  of 
attorney  for  health  care.  The  power  of  at- 
torney is  simply  a tool  to  help  in  making 
health  care  decisions.  It  provides  a way  to 
help  make  sure  the  patient's  wishes  are 
carried  out  by  providing  a mechanism  for 
the  patient  to  designate  another  person  to 
make  those  decisions  when  the  patient 
cannot.  If  the  patient  regains  capacity  to 
make  decisions,  the  durable  power  of  at- 
torney will  no  longer  be  in  effect. 


Forms  for  a durable  power  of  attorney  for  health  care  are  available 
from  the  Iowa  State  Bar  Association , 1101  Fleming  Building , Des 
Moines , Iowa  50309 , 515/243-3179. 
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Questions  and  Answers 


Larry  Baker,  D.O. 


Emergency  Physicians  Face 
Unique  Pressures 


The  author , president  of  the  Iowa 
Chapter,  American  College  of  Emer- 
gency Physicians,  discusses  crucial  is- 
sues facing  this  specialty. 


What  is  the  picture  with  regard  to  the  supply  of 
emergency  physicians? 

Emergency  physicians  are  in  great  de- 
mand but  face  unique  pressures.  A high  burn- 
out rate  traditionally  has  kept  emergency  med- 
icine a young  doctor's  profession.  Emergency 
medicine  residencies  account  for  only  600 
graduates  annually.  Practice  option  eligibility 
for  the  American  Board  of  Emergency  Medi- 
cine ended  in  1988.  Therefore,  in  spite  of  great 
demand,  professional  attrition  of  emergency 
medicine  physicians  continues  to  outpace  the 
supply.  This  results  in  a shortfall. 

What  recent  technological  and  scientific  ad- 
vances have  affected  your  specialty? 

Emergency  medicine  is  one  of  the  newest 
specialties.  Most  technology  that  aids  rapid  di- 
agnosis and  treatment  affects  emergency  med- 
icine. Immediately  available  diagnostic  tools 
such  as  CT  scanning,  MRI  scanning,  ultrason- 
ography, invasive  radiology/cardiology  serv- 
ices and  rapidly  acquired  laboratory  data  are 
available  in  most  modern  hospitals.  Cost- 
effective  and  responsible  applications  of  this 
technology  present  a daily  dilemma  for  emer- 
gency physicians.  It  is  advantageous  to  have 


this  technology,  but  withholding  it  occasion- 
ally places  us  at  legal  risk. 

Mention  must  be  made  of  advances  in 
emergency  cardiac  care,  from  pre-hospital  ad- 
vanced care  and  defibrillation  to  use  of  throm- 
bolytics  in  the  face  of  a myocardial  infarction. 
Diagnosis  and  treatment  of  an  acute  myocar- 
dial infarction  are  moving  from  the  coronary 
care  unit  to  the  pre-hospital  and  emergency 
department  arenas,  with  critical  decisions  often 
made  before  the  patient  arrives  at  the  hospital. 

What  socioeconomic  developments  have  influ- 
enced emergency  medicine? 

Emergency  physicians  are  the  only  group 
mandated  by  federal  law  to  see  every  patient 
who  comes  for  treatment.  Federal  mandate 
states  that  all  patients  who  come  to  the  emer- 
gency department  must  have  a screening  ex- 
amination by  a physician.  Certain  stabilization 
and  transfer  criteria  also  apply.  As  a result, 
people  who  may  not  have  health  insurance 
commonly  come  to  the  emergency  department 
for  medical  care.  In  larger  cities,  this  phenom- 
ena has  resulted  in  overcrowding  and  grid  locks 
of  ambulances  searching  for  emergency  de- 
partments who  have  room  for  new  patients. 

This  has  not  become  a major  problem  in 
Iowa,  but  many  of  our  larger  cities  are  re- 
porting periods  of  overcrowding.  In  some  areas 
hospital  bed  utilization  is  so  high  that  moving 
patients  from  the  emergency  department  to 
inpatient  beds  is  hampered. 

Traditional  social  woes  continue  to  affect 
emergency  medicine.  Alcohol  and  drug  abuse 
manifest  themselves  in  domestic  violence  and 
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traffic  accidents.  Financial  stress  may  cause 
depression  and  suicide  attempts.  The  aging  of 
our  population  in  Iowa  is  reflected  by  the  num- 
ber of  emergency  department  geriatric  con- 
sults. These  are  a few  of  the  societal  changes 
that  influence  emergency  medicine  due  to  our 
constant  availability. 

What  are  the  concerns  and  goals  of  the  Iowa 
Chapter,  American  College  of  Emergency  Phy- 
sicians (IACEP)? 

IACEP  hopes  to  foster  an  environment  that 
is  supportive  of  emergency  medicine.  A num- 
ber of  areas  in  the  state  are  unable  to  attract 
qualified  emergency  physicians.  We  hope  to 
address  this  problem  on  several  fronts. 

Like  other  specialties,  emergency  medi- 
cine is  affected  by  federal  and  state  legislation 
and  reimbursement  policies.  IACEP  has  de- 
veloped strategies  to  make  key  contacts  with 
state  legislators  regarding  emergency  medi- 
cine issues.  The  demand  for  qualified  physi- 
cians throughout  the  country  translates  into  a 
need  for  competitive  salary  and  benefit  pack- 


ages. The  local  reimbursement  environment 
must  be  one  that  attracts  new  emergency  phy- 
sicians to  replace  those  lost  to  attrition  and  to 
serve  in  shortage  areas. 

Finally,  we  intend  to  continue  educational 
support  for  pre-hospital  personnel,  citizens, 
legislators  and  other  medical  specialists  on  the 
needs  of  emergency  medicine. 

What  are  the  most  difficult  ethical  issues  faced 
by  your  specialty? 

There  are  so  many  ethical  issues  facing 
emergency  medicine  it  would  be  inappropriate 
to  assign  unique  importance  to  any  one.  Ffow- 
ever,  a major  concern  has  to  be  the  growing 
discrepancy  between  hospital  volumes  and 
availability  of  well-trained,  board  certified 
physicians.  Also,  a growing  number  of  unin- 
sured or  underinsured  people  commonly  find 
their  way  to  hospital  emergency  departments 
for  even  routine  care.  We  hope  our  specialty 
can  work  with  colleagues  in  medicine  and  pol- 
icy makers  in  government  to  allow  care  to  this 
group  to  continue. 
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HAWKEYE 
MEDICAL 
SUPPLY ; INC . 


ONE  CALL  — ONE  SOURCE 

We  know  the  value  of  your  employees'  time.  Now,  with  a single  toll-free  phone  call,  you 
can  consolidate  your  office  supply  needs  with  your  medical  supply  purchases.  We  have 
an  extensive  line  of  office  supplies  and  equipment-available.  Take  this  opportunity  to  free 
your  employees  for  their  most  valued  task . . . patient  care. 


HOME  OFFICE  225  E PRENTISS  STREET,  IOWA  CITY,  IA  52244  (31 9)  337-31 21 
BRANCH  OFFICES:  721 2 UNIVERSITY  AVE,  DES  MOINES,  IA  50311  (515)  274-401 5 
901  E KIMBERLY  RD„  DAVENPORT,  LA  52807  (319)  386-1345 

IOWA  WATS  ‘After  the  safe . . . it's  the  SERVICE  that  counts.  * 
1-800-272-6448 
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THE  WRONG  LEGISLATION  COULD 
BE  A BITTER  PILL  TO  SWALLOW 

SYMPTOMS:  Acute  distortion  by  the  medical  liability  system.  Persistent  lobbying  by  trial 
lawyers  for  legislation  to  destroy  the  liability  reforms  passed  in  Iowa.  Chronic  fingerpointing  by 
some  elected  officials  and  special  interest  groups  trying  A to  make  doctors 


scapegoats  for  increasing  healthcare  costs.  DIAGNOSIS:  A malignant 
health  care  system  caused  by  toxic  legislation.  IS  THERE  A DOCTOR  IN 
THE  SENATE?  PROGNOSIS:  If  the  medical  profession  and  other  concerned 
lant,  our  fine  medical  system  - the  best  in  the  world  - will  be  in  danger  of  being 
“cures”.  TREATMENT:  A strong  dose  of  support  for  your  voluntary  team  of 
fives  and  professional  lobbyists,  through  your  membership  in  the  Iowa  Medical 
tee  (IMPAC)  and  the  American  Medical  Political  Action  Committee  (AMPAC).  PRE- 
through  IMPAC  and  AMPAC  from  PERSONAL  CONTRIBUTIONS  go  directly,  100%,  to  help  legislators  and  candidates 
for  office  who  support  us  on  key  medical  issues.  Mail  your  PERSONAL  check  today  using  the  coupon  below  to 
ensure  a healthy  future  for  legislation  that  affects  your  patients,  your  profession  and  your  future! 


growth  on  the 
THE  HOUSE  ...  OR 

citizens  are  not  vigi- 
crippled  by  ill-advised 
physician  representa- 
Political  Action  Commit- 
VENTION:  Funds  raised 


Enclosed  is  my  check!  Please  enroll  me  as  a member  of  IMPAC  and  AMPAC. 

$250  Gold  membership  $100  Sustaining  membership 

$150  Family  membership  Please  accept  my  additional 

support  of  $ 

(Please  Print) 

Name: 

Address: 


City/State/ZIP:  

Return  to:  IMPAC,  1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265 


Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  AMA  nor  t 
IMS  will  favor  or  disadvantage  anyone  based  upon  the  amounts  of  or  failure 
to  make  pac  contributions.  Contributions  are  subject  to  t 
of  FEC  Regulations.  (Federal  regulations  require  t 
for  by  the  Iowa  Medical  Society  Political  Action  C 
1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265. 

Contributions  to  AMPAC  and  IMPAC  are  not  tax 
deductible  as  charitable  contributions  foi 
Federal  Income  Tax  purposes.  IF  YOUR 
PRACTICE  IS  INCORPORATED, 

IMPAC  AND  AMPAC  VOL- 
UNTARY POLITICAL 

CONTRIBUTIONS  . 

should  be  ^ 1001  Grand  Avenue 

WRITTEN 
ON  A PER- 
SONAL 
CHECK. 


West  Des  Moines, 
Iowa  50265 


Cardiac  Arrest  Outcome  in  a 
Tiered  Response  System 


TIMOTHY  PETERSON,  M.D. 
KEVIN  KLAUER,  EMT-P 
Des  Moines,  Iowa 


The  Emergency  Medical  Service  system 
must  provide  prompt  CPR,  early  de- 
fibrillation and  full  advanced  cardiac 
life  support  (ACLS)  within  the  time 
'window  of  effectiveness/  Timely  avail- 
ability of  these  combined  components 
determines  the  chance  for  survival. 


Sudden  cardiac  death  affects  more  than 
350,000  Americans  (1  per  thousand  pop- 
ulation) each  year.  Less  than  5%  of  these  per- 
sons are  successfully  resuscitated.12  Through 
a coordinated  effort  of  prehospital  and  hos- 
pital emergency  providers,  survival  to  hospital 
discharge  rates  for  ventricular  fibrillation  (VF) 
and  pulseless  ventricular  tachycardia  (VT)  are 
reported  at  25-30%  in  some  areas.3  Clearly,  the 
ability  to  resuscitate  is  a function  of  time  and 
availability  of  sequential  and  proficient  cardiac 
life  support. 


Dr.  Peterson  is  an  emergency  physician  practicing  at  Iowa  Methodist 
Medical  Center,  Des  Moines.  Mr.  Klauer  is  a paramedic  and  a student 
at  the  College  of  Osteopathic  Medicine  in  Des  Moines. 


In  1978  the  Iowa  Advanced  Emergency 
Medical  Care  Act  made  a provision  for  par- 
amedics to  care  for  cardiac  arrest  patients  out- 
side the  hospital  in  a similar  way  patients 
would  be  cared  for  in  the  emergency  depart- 
ment. Such  cardiac  care  available  a few  min- 
utes sooner  has  been  shown  to  save  lives  in 
Iowa.  The  EMT-D  study  conducted  by  the  Uni- 
versity of  Iowa  between  July  1981  and  June 
1983  showed  19%  of  patients  found  in  VF  were 
successfully  resuscitated  in  the  field  with  early 
defibrillation  and  survived  to  hospital  dis- 
charge.45 

Iowa  administrative  rules  under  chapter 
147.  A have  allowed  defibrillation  by  ambu- 
lance services  at  the  EMT-D  level  since  1983. 
The  first  responder  defibrillation  law  was  im- 
plemented October  1989.  These  actions  have 
created  the  provision  for  timely  defibrillation 
outside  the  hospital  setting  in  many  rural  areas 
not  immediately  served  by  paramedics.  In  Iowa 
as  of  January  1991  there  were  352  services  with 
defibrillation  capability  (90  Paramedic,  41  In- 
termediate, 137  Basic  and  84  First  Responder). 

Study  Methods 

Our  study  was  a retrospective  analysis  of 
patients  who  had  an  out-of-hospital  cardiac 
arrest  and  were  brought  to  hospitals  in  Polk 
County  from  January,  1987  through  October, 
1989.  During  this  time  there  were  5 basic  life 
support,  3 EMT-ID  and  1 EMT-I  local  ambu- 
lance services  providing  initial  cardiac  care  for 
communities  in  western  Polk  and  eastern  Dal- 
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las  Counties.  A tiered  response  system  is  a 
coordinated  effort  of  responders  at  basic  and 
advanced  levels.  The  first  service  at  the  scene 
most  often  was  the  local  community  ambu- 
lance crew  which  initiated  care  at  their  level 
of  certification. 

Paramedics  from  County  Paramedic  As- 
sist (CPA)  were  dispatched  according  to  coun- 
tywide system  protocols  and  consisted  of  a 1 
or  2 member  team  (at  least  1 paramedic)  in  a 
rapid-response,  4 wheel  drive,  nontransport 
squad  vehicle.  All  patients  were  transported 
in  the  local  responding  service  vehicle.  Polk 
County  hospitals  provided  the  intermediate 
and  final  outcome  status  for  each  patient  re- 
ceived. 


Discussion 

The  overall  survival  to  hospital  discharge 
for  patients  with  sudden  cardiac  death  in  this 
study  was  5 of  29  (17%).  For  the  commonly 
recognized  as  treatable  dysrhythmias  VF  and 
pulseless  VT,  5 of  20  (25%)  survived.  The  sur- 
vival rate  compares  favorably  to  other  studies 
and  is  a great  improvement  over  the  0-5%  seen 
less  than  10  years  ago  prior  to  implementation 
of  defibrillation  and  tiered  paramedic  re- 
sponse.134  All  survivors  met  the  criterion  for 
timely  intervention  sequences;  all  the  non-sur- 
vivors failed  to  meet  one  or  more  of  the  cri- 


TABLE  1 


Results 

During  the  study  period,  61  patients  ex- 
perienced cardiac  arrest.  Of  these,  4 (6.5%) 
were  due  to  trauma,  28  (46%)  were  medical 
other  than  cardiac  and  29  (47.5%)  were  pri- 
mary cardiac  arrests.  The  following  analysis 
and  discussion  refers  to  the  29  patients  who 
had  an  arrest  of  cardiac  origin  (sudden  cardiac 
death). 

The  presenting  rhythms  for  the  paramed- 
ics in  this  group  were:  ventricular  fibrillation 
(VF)  — 18  cases;  pulseless  ventricular  tachy- 
cardia (VT)  — 2 cases;  asystole  — 7 cases;  elec- 
trical mechanical  dissociation  (EMD)  — 2 cases. 

None  of  the  patients  in  asystole  or  EMD 
survived,  but  some  in  VF  and  VT  did  (Table 
1).  For  the  20  patients  in  VF  or  pulseless  VT, 
8 (40%)  came  to  the  emergency  department 
with  a perfusing  rhythm.  Of  these,  5 (25%) 
survived  to  hospital  discharge.  All  the  survi- 
vors were  discharged  home  without  neuro- 
logic sequella. 

Patients  in  this  study  were  categorized  ac- 
cording to  sequential  intervention  response 
times  using  the  Eisenberg  and  American  Heart 
Association  guidelines  for  factors  associated 
with  survival  predictability:  CPR  initiated 
within  4 minutes;  defibrillation  within  8 min- 
utes and  advanced  life  support  within  10  min- 
utes (paramedic  or  hospital  level).6'7 

Of  the  20  patients  in  VF  or  pulseless  VT 
the  5 survivors  (average  age  71  years)  met  each 
of  the  intervention  time  criterion.  The  15  non- 
survivors (average  age  68  years)  failed  to  meet 
one  or  more  of  the  criterion  (Table  2).  The  first 
sequence  failure  in  the  non-survivor  group  is 
shown  in  Table  3. 


SURVIVAL  FROM  SUDDEN  CARDIAC  DEATH 
(All  dysrythmias  in  29  patients) 


Survival 


Occurrences  To  ER  Discharged 


Rhythm 

# 

(%) 

# 

(%) 

# 

(%) 

*V-Fib 

18 

(62) 

6 

(33) 

3 

(17) 

*V-Tach 

2 

(7) 

2 

(100) 

2 

(100) 

Asystole 

7 

(24) 

0 

(0) 

0 

(0) 

EMD 

2 

(7) 

1 

(50) 

0 

(0) 

overall: 

29 

(100) 

9 

(31) 

5 

(17) 

*Survival  to  discharge  for  V-Fib  and  V-tach  = 5/20  or  25%. 


TABLE  2 

TIME  SEQUENCE  CRITERION  IN 
PREHOSPITAL  RESUSCITATION 


Criterion  Met  as  Follows 


5 Survivors 

15  Non-survivors 

# (%) 

# (%) 

CPR  within  4 min 

5 • 

(100) 

4 

(27) 

Defib  within  8 min 

5 

(100) 

5 

(33) 

ALS  within  10  min 

5 

(100) 

14 

(93) 

TABLE  3 

PREHOSPITAL  INITIAL  TIME  SEQUENCE  FAILURE 
(15  Non-survivors  in  VF) 


First  Criterion  in  Sequence  Not  Met 


# 

(%) 

CPR  within  4 min 

11 

(73) 

Defib  within  8 min 

3 

(20) 

ALS  within  1 0 min 

1 

(7) 

15 

(100) 
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terion.  This  study  demonstrates  the  combined 
importance  of  bystander  CPR,  early  defibril- 
lation and  full  advanced  life  support  within  a 
timely  and  intervention  sequenced  Emergency 
Medical  Service  (EMS)  system. 

The  basic  elements  of  an  effective  EMS 
system  remain  simple:  efficient  dispatching, 
rapid  response  times,  well-trained  personnel. 


'New  technology  and  more  highly 
trained  and  skilled  pre-hospital 
providers  are  becoming  state  of 
the  art.' 


effective  CPR,  early  defibrillation  and  a tiered 
response  system  that  provides  additional  ad- 
vanced life  support  in  the  field  when  appro- 
priate.8 It  is  evident  that  improving  survival 
from  out-of-hospital  sudden  cardiac  death  will 
depend  on  efforts  to  improve  rapid  access  to 
EMS.  This  will  require  enhanced  911  systems, 
ongoing  citizen  CPR  training  and  recertifica- 
tion, and  improved  response  times  through 
strategic  placement  of  EMT  providers  and  ad- 
vanced life  support  units. 

New  technology  and  more  highly  trained 
and  skilled  prehospital  providers  are  becom- 
ing state  of  the  art.  Physicians  have  many  qual- 
ity of  care  issues  to  monitor  including  EMT 
provider  education,  skill  maintenance,  avail- 
ability of  timely  and  appropriate  level  of  care, 
cost  efficiency  and  the  effectiveness  (outcome) 
of  care  given.  Improved  survival  rates  seem 
likely  as  we  focus  on  the  prehospital  phase  of 
patient  care. 
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Laparotomy  and  Multiple  System 
Organ  Failure 


JAN  COURTNEY  CLYDE,  M.D. 

G.  PATRICK  KEALEY,  M.D.,  FACS 
KIMBERLY  S.  EPHGRAVE,  M.D. 
Iowa  City,  Iowa 


A retrospective  review  of  laparotomies 
was  undertaken  to  define  the  indica- 
tions for  abdominal  procedures  in  pa- 
tients with  multiple  system  organ  fail- 
ure. This  study  suggests  patients  with 
(MSOF)  must  be  thoroughly  evaluated 
with  non-invasive  technology  to  deter- 
mine the  presence  of  an  intra-abdom- 
inal septic  focus  prior  to  consideration 
of  exploratory  laparotomy. 


Multiple  system  organ  failure  (MSOF) 
as  a distinct  clinical  entity  was  first  de- 
scribed by  Baue  in  1975. 1 It  was  further  defined 
and  characterized  by  Eiseman  and  Cerra.2  3 4 
MSOF  carries  a grim  prognosis  entailing  pro- 
longed intensive  care  and  significant  mortal- 
ity. Uncontrolled  infection  is  the  primary  cause 
of  MSOF.510  Laparotomy  may  be  necessary  to 
eradicate  intra-abdominal  septic  focus.1114  A 
retrospective  review  of  laparotomies  was  un- 
dertaken to  define  the  criteria  and  indications 
for  laparotomy  in  MSOF  patients. 


The  authors  are  associated  with  the  University  of  Iowa  Hospitals 
and  Clinics  Department  of  Surgery. 


Methods  and  Materials 

A 5-year  retrospective  review  of  all  pa- 
tients treated  in  the  Surgical  Intensive  Care 
Unit  (SICU)  at  University  of  Iowa  Hospitals 
and  Clinics  (UIHC)  was  undertaken.  Thirty- 
five  patients  developed  MSOF  and  subse- 
quently underwent  laparotomy.  This  group  of 
patients  formed  the  data  base  for  this  report. 
Criteria  for  the  diagnosis  for  MSOF  are  out- 
lined in  Table  l.3  All  patients  in  this  study  had 
at  least  3 organ  systems  involved. 

The  diagnosis  of  sepsis  was  made  using 
criteria  suggested  by  Sinanan.15  These  criteria 
are  shown  in  Table  2.  The  patient  was  judged 
septic  when  2 criteria  from  Group  A and  one 

TABLE  1 

ORGAN  FAILURE  CRITERIA 


Pulmonary  Failure: 

Ventilator  dependence  for  at  least  48  hrs  post-operatively  or 
need  of  mechanical  ventilation  at  any  time  not  associated  with 
an  anesthetic. 

Renal  Failure: 

Serum  creatinine  > 3 mg/dl  or  doubling  of  the  admission 
serum  creatinine. 
hlepatic  Failure: 

Serum  bilirubin  > 2-3  mgm%,  and/or  rise  of  hepatic  enzymes 
to  twice  normal  values  (excluding  the  first  6 days  of  the  post- 
operative period  which  could  be  secondary  to  anesthetic  or 
blood  transfusions). 

Cardiac  Failure: 

An  acute  myocardial  infarction  or  inadequate  cardiac  output 
requiring  pharmacologic  support  despite  optimal  volume  load. 
Gastrointestinal  Bleeding: 

Requirement  of  2U  blood  within  24  hrs,  or  documented  bleed- 
ing by  endoscopy  or  surgical  confirmation. 

CMS  Failure: 

Unresponsive  to  verbal  stimuli. 
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TABLE  2 

SIGNS  OF  SYSTEMIC  SEPSIS 


Croup  A 

Rectal  or  temperature  a 39  degrees  Centigrade  for  5 consecutive 
days. 

WBC's  a 12,000;  or  > 20%  shift  to  the  left  of  WBC  differential 
count. 

Platelets  < 100,000. 

One  positive  blood  culture  of  a commonly  accepted  pathogen. 

Known  or  strongly  suspected  source  of  systemic  infection  (e.g. 
urinary  tract,  pneumonia,  etc.). 

Croup  B 

Ongoing  metabolic  acidosis  with  an  unexplained  anion  gap  a 20 
mEq/L;  or  base  deficit  £ 5mEq/L. 

Systemic  vascular  resistance  s 800  dynes/s/cm-5. 

Unexplained  hypotension  (systolic  BP  < 90  mmHg  for  > 2 hrs). 

Ongoing  requirement  for  vasopressors  to  maintain  BP  a 90  mmHg 
systolic. 

TABLE  3 

PRE-EXISTING  HEALTH  PROBLEMS 

Percent 

Diagnosis 

(N) 

Non-Survivors 

COPD 

23%  (7) 

Coronary  artery  disease 

20%  (6) 

Diabetes 

1 7%  (5) 

Cancer 

10%  (3) 

Renal  transplant 

7%  (2) 

Renal/pancreas  transplant 

7%  (2) 

Cerebrovascular  disease 

7%  (2) 

Heart  transplant 

3%  (1) 

No  Significant  Health  Problems 

23%  (7) 

Survivors 

Type  II  diabetes  and  history  of  an  Ml 

20%  (1) 

EtOH  abuse 

20%  (1) 

No  Significant  Health  Problems 

60%  (3) 

TABLE  4 

SEPTIC  COMPLICATIONS 

Systemic 

+ Blood  Cultures 

Sepsis 

Non-survivors  (N  = 30) 

12/30  (40%) 

21/30  (70%) 

Survivors  (N  = 5) 

1/5  (20%) 

1/5  (20%) 

Overall  (N  = 35) 

13/35  (37%) 

22/35  (63%) 

Mortality 

12/13  (93%) 

21/22  (95%) 

criterion  from  Group  B were  present  simul- 
taneously. Pre-existing  illnesses  in  these  pa- 
tients are  outlined  in  Table  3.  The  incidence 
of  septic  complications  and  positive  blood  cul- 
tures is  shown  in  Table  4.  Findings  for  directed 
and  non-directed  laparotomies  were  tabulated 
and  shown  in  Table  5. 

Results 

Thirty  of  35  patients  died,  representing  an 
overall  mortality  of  86%.  The  average  age  for 
this  group  of  patients  was  58  years.  Twenty- 
three  of  30  (77%)  non-survivors  had  significant 
pre-existing  disease  prior  to  their  final  illness 
(Table  3).  Two  of  five  (40%)  survivors  had  sig- 
nificant pre-existing  disease  prior  to  the  illness 
resulting  in  MSOF  (Table  3). 

Infectious  complications  had  a highly  del- 
eterious effect  upon  survival.  Systemic  sepsis 
was  the  proximate  cause  of  70%  of  all  deaths, 
whereas  only  one  of  the  5 survivors  showed 
systemic  sepsis.  Septic  patients  had  an  overall 
mortality  of  95%.  A positive  blood  culture  was 
associated  with  a 93%  mortality  (Table  4). 
Thirty-five  patients  underwent  36  laparot- 
omies which  were  categorized  as  either  di- 
rected (a  laparotomy  indicated  by  positive 
radiologic  imaging  or  definite  clinical  signs  of 
intra-abdominal  sepsis  in  conjunction  with  a 
febrile  course  and  elevated  white  count),  or  non- 
directed  (an  exploration  undertaking  without 
clinical  or  radiologic  findings  in  an  effort  to 
demonstrate  an  intra-abdominal  focus  of  in- 
fection). Five  of  24  (21%)  patients  who  under- 
went directed  laparotomies  survived,  while 
only  one  of  11  (9%)  patients  underwent  non- 
directed  laparotomies  and  survived.  The  dif- 
ference in  survivorship  is  not  significant.  All 
directed  laparotomies  were  positive  where  3 of 
12  non-directed  laparotomies  were  positive.  All 
of  the  survivors  had  a positive  directed  lapa- 
rotomy, and  all  24  directed  laparotomies  were 
positive.  Twenty-five  percent  of  the  non-di- 
rected laparotomies  were  positive  and  all  of 
these  patients  died.  One  patient  underwent  a 
directed  laparotomy  and  then  was  re-explored 
after  resection  of  dead  bowel  at  the  first  lapa- 
rotomy. The  second  laparotomy  was  a non-di- 
rected negative  laparotomy  (Table  5). 

Discussion 

These  data  demonstrate  the  grim  mortal- 
ity associated  with  MSOF.  The  study  group 

(Continued  next  page) 
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TABLE  5 

MSOF  PATIENTS  (N  = 35) 


Survivors 

Non-Survivors 

N = 36 

Laparotomies  in  35  pts. 

N = 5 

N = 30 

Positive  Laparotomy 

Laparotomy 

Directed 

(N  = 24) 

5 (21%) 

1 9 (79%) 

24/24  (10%) 

Non-directed 

(N  = 12) 

1 (9%) 

11  (91%) 

3/17  (25%) 

N.S. 

N.S. 

N.S. 

Note:  These  numbers  do  not  show  a significant  difference  using  either  Chi2  or  Fisher's  Exact  Test. 


had  an  overall  mortality  rate  of  86% . This  group 
was  older  and  had  more  antecedent  chronic 
health  problems  when  compared  with  other 
studies  of  MSOF  in  young  trauma  patients.16 
Advanced  age  did  not  correlate  with  a worse 
prognosis.  Pre-existing  illness  had  a more  sig- 
nificant impact  on  mortality  than  chronologi- 
cal age  (see  Table  3).  Seventy-seven  percent  of 
the  patients  who  died  had  significant  medical 
problems  prior  to  the  onset  of  the  final  critical 
illness,  whereas  only  2 (40%)  of  the  survivors 
had  significant  antecedent  medical  problems. 
This  suggests  the  physiological  condition  of 
the  individual  is  more  important  than  the 
chronological  age. 

All  survivors  had  directed,  positive,  lap- 
arotomies. They  had  a correctable  intra-abdom- 
inal septic  focus.  The  operation  was  a signifi- 
cant determinant  of  their  recovery.  The 
difference  in  mortality  between  the  positive 
laparotomy  group  and  the  negative  laparotomy 
group  was  not  great  (79%  vs.  88%).  In  patients 
who  underwent  a directed,  positive  laparot- 
omy there  was  a mortality  of  79%,  indicating 
MSOF  has  a grim  mortality  even  after  the  cor- 
rection of  an  intra-abdominal  septic  focus. 

These  data  suggest  non-directed  explor- 
atory laparotomies  are  not  indicated  in  the  pa- 
tient with  MSOF.  The  majority  of  these  explo- 
rations were  negative,  and  when  they  were 
positive  the  MSOF  was  irreversible. 

Emphasis  must  be  placed  upon  the  pre- 
vention MSOF  as  there  is  no  generally  suc- 
cessful treatment  for  the  patient  with  MSOF. 
Treatment  at  the  onset  of  the  initial  illness  and 
injury  must  be  complete.  All  damaged  tissue 
must  be  debrided,  cardiac  output  restored,  and 
injuries  repaired  and  stabilized.  Early  mobili- 
zation and  adequate  nutrition  must  be  insti- 
tuted. Infections  must  be  dealt  with  by  means 
of  aggressive  and  early  debridement  and  ad- 
equate antibiotic  therapy.  Careful  attention 


must  be  directed  to  control  of  septic  compli- 
cations due  to  foreign  body  and  nosocomial 
infections.  We  believe  that  in  patients  who  de- 
velop MSOF,  the  criteria  for  laparotomy  must 
be  the  objective  identification  of  an  intra- 
abdominal septic  focus.  Non-directed  explor- 
atory laparotomies  are  not  indicated  as  either 
a diagnostic  or  therapeutic  modality  in  the 
treatment  of  the  patient  with  MSOF. 
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The  Editor  Comments 


Marion  E.  Alberts,  M.D. 


To  the  New  Physician 


JUNE  IS  THE  TRADITIONAL  MONTH  of  renewal. 

The  spring  rains  and  the  warm  sun- 
snine  bring  forth  new  growth.  Life  is  re- 
newed by  the  rich  green  of  the  grass,  the 
varied  colors  of  flowers  and  the  cheery 
songs  of  the  birds.  This  month  also  ushers 
into  the  world  the  recent  graduates  of 
schools  and  colleges.  Among  those,  of  most 
interest  to  our  profession,  are  the  recent 
graduates  of  medical  colleges.  To  them  I of- 
fer a few  bits  of  wisdom. 

The  science  of  medicine  is  much  differ- 
ent from  the  art  of  medicine  practiced  at  the 
patients'  bedside.  The  tedium  of  formal  train- 
ing will  wane  as  the  enlightenment  of  “real'' 
medicine  waxes  with  each  ensuing  month 
and  year  of  hospital  residency  training.  This 
will  become  even  more  apparent  during  the 
ongoing  years  of  medical  practice.  The  learn- 
ing process  goes  on,  but  in  a more  enriching 
manner;  a manner  that  will  enhance  one's 
concept  of  what  the  “healing  art"  really  is.  If 
that  concept  is  not  embraced,  the  patients 
will  suffer  the  consequences. 

An  old  Arabian  proverb  quoted  by  Osier 
in  his  essay  “Unity,  Peace  and  Concord"  de- 
crees “He  that  knows  not,  and  knows  not 
that  he  knows  not,  is  a fool.  Shun  him.  He 
that  knows  not  and  knows  that  he  knows 
not,  is  simple.  Teach  him."  The  charlatan 
and  the  quack  are  fools.  Continue  your  proc- 
ess of  learning,  but  embellish  it  with  an  in- 
gredient often  not  emphasized  in  didactic 
medical  training.  The  patient  is  not  just  a 
conglomerate  of  organ-systems;  the  patient 
has  a soul. 

Imagine  the  thought  processes  racing 
through  the  mind  of  a father  stricken  with 
an  acute  myocardial  infarction.  He  has  con- 
cern for  his  family,  his  job,  his  responsibili- 


ties and  his  life.  He  faces  possible  death. 
Consider  the  young  college  student,  the  vic- 
tim of  an  auto  accident  . . . barely  conscious 
but  aware  of  the  severe  facial  lacerations 
which  may  mar  her  youthful  beauty.  Think 
upon  the  first  time  you  have  to  inform  a pa- 
tient of  incurable  cancer,  or  an  ongoing  crip- 
pling disease  such  as  muscular  dystrophy. 
We  physicians  address  ourselves  to  the  dam- 
ages to  body  parts,  but  what  of  the  patient's 
fears?  Have  concern  for  the  whole  patient; 
yes,  for  the  friends  and  relatives  hovering 
nearby.  That  concern  for  the  whole  marks 
the  compassionate  doctor  from  the  “health 
care  provider"  (as  we  are  so  often  called  to- 
day by  government  agencies  and  insurance 
companies). 

Compassion,  a vital  ingredient  to  medi- 
cal knowledge,  demonstrates  the  faith  the 
physician  has  within,  for  if  the  physician 
cannot  accept  the  needs  of  the  patient  for 
spiritual  help  there  is  an  emptiness  in  the 
caring  process.  The  practice  of  medicine 
does  have  rewards,  but  as  advised  in  Prov- 
erbs 23:4-5  “Do  not  toil  to  get  wealth;  sur- 
render that  personal  ambition  . . . for  riches 
surely  take  wings  like  an  eagle  that  flies 
heavenward."  An  anonymous  philosopher 
once  said,  “The  higher  we  soar  on  the  wings 
of  science,  the  worse  our  feet  seem  to  get 
entangled  in  the  wires." 

You  have  learned  much  of  the  science  of 
medicine.  Now  practice  the  art  of  medicine. 
Approach  the  ill  and  injured  with  helping 
hands,  knowledge  continually  enhanced  by 
an  ongoing  search  for  more  practice  skills 
and  a faith  that  can  be  transmitted  to  the  pa- 
tient in  a compassionate  manner.  Your 
strength  and  that  of  your  patients  will  be 
ever  renewed.  — M.E.A. 
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CME  Notebook 


Richard  M.  Caplan,  M.D. 


A New  Wave  Approacheth 


Ah,  the  power  of  the  written  word!  (Or 
sometimes  even  the  unwritten  word  — 
in  17th  century  Scotland,  potatoes  were  not 
eaten  because  that  vegetable  was  not  men- 
tioned in  the  King  James  Bible.)  The  written 
words  to  which  I refer  concern  the  need  for 
reform  of  the  general  education  of  the  physi- 
cian (medical  school  years).  The  passion  for 
curricular  reform  surges  over  the  nation 
about  every  25  years,  and  a new  wave  ap- 
proacheth. In  an  educational  utopia,  curricu- 
lum review  and  modification  occur  contin- 
ually. In  our  real  world  of  medical 
education,  the  process  seems  more  akin  to 
the  sexual  metaphor  of  a crescendo  of  ten- 
sion, a climactic  explosion  and  then  a 20- 
year  refractory  period. 

The  indicators  of  growing  dissatisfaction 
are  clear,  when  measured  by  the  number  of 
words  and  articles  appearing  in  speeches 
and  articles  I encounter.  Sporadic  grunts  of 
dissatisfaction  are  perennial  and  easily  ig- 
nored. But  now  the  frequency  and  stridency 
of  voices  are  on  the  increase,  and  some  pre- 
liminary flickers  of  action  have  already  oc- 
curred. The  Association  of  American  Medical 
Colleges  has  been  holding  symposia  and  is- 
suing manifestos  for  several  years.  It,  along 
with  the  AMA,  does  the  accrediting  of  medi- 
cal schools,  and  those  2 parent  organizations 
have  recently  modified  the  requirements  for 
accreditation  substantially. 

One  of  the  most  important  changes 
obliges  a school  to  place  curriculum  gover- 
nance in  a person  or  committee  which  will 
command  educational  resources  (including 

Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at 
the  University  of  Iowa  College  of  Medicine. 


time)  and  declare  what  the  educational  proc- 
ess shall  be  for  that  institution.  This  con- 
trasts with  the  more  usual  present  arrange- 
ment in  many  schools  of  allowing  individual 
departments  to  barter  for  curricular  time  and 
be  in  complete  control  of  the  content  for  that 
curricular  segment,  with  no  particular  con- 
cern for  its  suitability  in  the  overall  educa- 
tional experience. 

It  is  almost  a shibboleth  to  point  to  all 
the  stunning,  rapid  modifications  in  our  sci- 
entific knowledge  and  technological  innova- 
tions. But  additional  pressures  include:  the 
similarly  rapid  demographic  changes  in  the 
population  of  both  patients  and  physicians; 
in  public  attitudes  regarding  issues  that  we 
call  biomedical  ethics;  and  in  the  many  pay- 
ment questions  that  affect  the  behavior  of 
practitioners  and  force  modifications  in  fees, 
practice  groupings,  hospital  relationships, 
ambulatory  work,  malpractice  and  the  de- 
gree of  regulation  to  be  exercised  by  a once- 
self-regulating  profession  that  now  finds  its 
autonomy  substantially  reduced.  With  such 
enormous  changes,  our  curricular  modifica- 
tions of  the  past  25  years,  if  any  at  all,  may 
seem  like  little  more  than  the  proverbial 
rearrangement  of  deck  chairs  on  the  Titanic. 

One  constant,  however,  through  all  of 
these  alarums  and  proposals  is  the  need  for 
physicians  to  be  well  trained  in  the  attitudes 
and  skills  that  will  foster  learning  through- 
out a professional  career.  The  major  curricu- 
lum for  all  of  us  lies  ultimately  in  the  arena 
of  CME.  Medical  school  and  residency  serve 
to  ready  us  for  that  ongoing  educational  job. 
To  the  extent  they  fail  to  do  that,  under  old 
curricula  or  new,  they  indeed  fail  badly. 
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IFMC  Case  Notes 


Inappropriate  Use  of 
Anticoagulants 


A 92-year-old  male  was  brought  to  the 
emergency  room  following  an  episode  of 
slumping  and  slurred  speech  with  right  arm, 
leg  and  face  paralysis.  According  to  the  at- 
tending physician,  the  patient  was  unrespon- 
sive at  first  but  then  moved  his  right  arm,  right 
leg  and  the  right  side  of  his  face  and  spoke 
clearly. 

Neurological  exam  was  normal;  diagnosis 
was  TIA.  Heparin  4,000  units  IVP  was  given; 
this  bolus  was  followed  by  800  units  IV  per 
hour.  A CT  head  scan  was  ordered  for  2 days 
later  when  a mobile  unit  was  available. 

Progress  notes  written  the  day  after  ad- 
mission stated  the  patient  did  not  see  clearly 
and  did  not  look  at  the  attending  physician 
when  he  spoke.  Yet,  the  patient  followed  all 
commands,  though  his  left  arm  seemed  weaker 
than  his  right. 

The  CT  head  scan  the  second  day  of  ad- 
mission showed  a large  hemorrhagic  infarct  in 
the  right  posterior  parietal  and  occipital  lobes. 
Anticoagulation  was  discontinued,  but  the  pa- 
tient died  2 days  later. 

Reviewer  Comments 

Anticoagulants  were  inappropriately  given 
to  this  patient  because  of  recommendations 
regarding  anticoagulation  for  neurologic  events 
prior  to  a CT  scan.  Use  of  anticoagulants  in 
the  face  of  a cerebrovascular  event  warrants  a 
CT  scan  to  evaluate  for  hemorrhage  prior  to 
initiation  of  anticoagulation.  The  deterioration 


This  article  was  written  by  Ron  Terrill,  M.D.,  an  internist  who  prac- 
tices in  Marshalltown.  Dr.  Terrill  is  a reviewer  for  the  Iowa  Foundation 
for  Medical  Care. 


of  this  patient  was  a probable  adverse  effect 
of  anticoagulation. 

A CT  scan  upon  admission  would  have 
identified  the  nature  of  the  CVA.  If  the  patient 
had  been  transferred  to  another  facility  for  a 
CT  scan,  his  death  may  have  been  avoided. 

This  was  determined  to  be  a quality  con- 
cern with  an  assigned  severity  level  III.  Se- 
verity level  III  is  defined  by  HCFA  as  a poten- 
tial quality  problem  with  significant  adverse 
patient  effects.  Heparinization  of  patients  with 


'Use  of  anticoagulants  in  the  face 
of  a cerebrovascular  event  war- 
rants a CT  scan  to  evaluate  for 
hemorrhage  prior  to  initiation  of 
anticoagulation / 


central  nervous  system  events  prior  to  CT 
scanning  is  a common  level  III  quality  problem 
encountered  by  physician  reviewers.  Symp- 
toms of  intracerebral  subarachnoid  or  sub- 
dural hemorrhages  may  mimic  a minor  TIA  or 
other  more  benign  neurologic  syndromes. 

The  general  trend  recently  has  been  to  be 
more  conservative  with  anticoagulation  with 
heparin  for  acute  strokes. 

For  more  information,  contact  Harold  Ad- 
ams, M.D.  or  Jose  Biller,  M.D.  of  the  Univer- 
sity of  Iowa  Stroke  Service,  319/356-4110.  Fi- 
nally, the  volume  95,  number  2,  February  1989 
supplement  of  Chest  contains  13  excellent  ar- 
ticles about  correct  anticoagulation  treatment. 
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Iowa  Department  of  Public  Health 


Dental  Care  for  Low 
Income  Children 


In  iowa,  the  availability  of  dental  services 
to  low  income  children  is  limited.  How- 
ever, comprehensive  dental  services  are  avail- 
able to  children  who  are  eligible  for  Medicaid's 
Early  and  Periodic  Screening,  Diagnosis  and 
Treatment  program  (EPSDT).  The  EPSDT  pro- 
gram requires  a direct  referral  for  a dental  ex- 
amination by  age  3.  Approximately  128,000 
children  are  eligible  to  receive  EPSDT  services 
under  Medicaid. 

There  are  approximately  135,000  children 
under  200%  of  the  federal  poverty  level  who 
are  uninsured  for  preventive  health  care  serv- 
ices in  Iowa.  It  can  be  expected  these  same 
children  would  also  be  uninsured  for  dental 
services. 

Dental  services  for  these  children  are  even 
more  limited  than  for  Medicaid  eligible  chil- 
dren. The  IDPH  contracts  with  3 publicly 
funded  dental  clinics  to  help  support  dental 
services  for  these  children.  Children  whose 
families  meet  income  guidelines  receive  dental 
services  at  no  cost;  other  children  receive  serv- 
ices on  a sliding  fee  schedule. 

The  Des  Moines  Health  Center  serves 
children  from  low  income  families  in  Polk, 
Madison,  Dallas  and  Warren  counties.  Ap- 
proximately 1,500  children  received  dental 
services  during  the  past  year. 

The  Dental  Health  Center  of  east  central 
Iowa  at  St.  Luke's  Hospital  in  Cedar  Rapids 
serves  children  from  Linn  and  surrounding 
counties.  The  past  year,  nearly  1,200  children 
received  dental  services  in  this  center. 

Dental  services  are  also  an  integral  part  of 
the  health  services  available  to  children  en- 


This  information  on  public  health  matters  is  furnished  and  spon- 
sored by  the  Iowa  Department  of  Public  Health. 


rolled  in  the  Community  Health  Care,  Inc. 
community  center  in  Davenport. 

Local  Dentists  Reimbursed 

The  IDPH  also  provides  dental  services  as 
a component  of  the  well  child  services  for  chil- 
dren enrolled  in  the  state's  Child  Health  Cen- 
ters throughout  Iowa.  These  centers  are  sup- 
ported by  federal  Maternal  and  Child  Health 
funds.  Dental  hygienists  and  nurses  provide 
parental  counseling,  dental  health  education, 
screening  and  referral.  Local  dentists  who  pro- 
vide services  are  reimbursed  through  the  child 
health  centers.  About  4,200  children  received 
dental  services  through  child  health  centers  in 
1990. 

Another  resource  for  low  income  children 
is  Broadlawns  Hospital  Dental  Clinic  in  Des 
Moines.  This  clinic  also  serves  as  a training 
site  for  dental  students  from  the  University  of 
Iowa.  Approximately  200  children  of  families 
enrolled  in  the  Family  Health  Center  were 
served  during  the  past  year. 

A dental  program  for  children  with  de- 
velopmental disabilities  is  jointly  sponsored  by 
the  University  of  Iowa  College  of  Dentistry, 
Department  of  Pediatric  Dentistry  and  the  De- 
partment of  Public  Health.  Dental  services  are 
provided  at  the  Unversity  Hospital  School 
dental  clinic  and  through  10  private  dental  of- 
fices located  throughout  Iowa;  140  children 
were  treated  through  this  program  during  1990. 

Despite  dramatic  gains  in  control  of  dental 
caries  in  the  U.S.  during  the  past  2 decades, 
nearly  one  child  in  5 is  at  high  risk  of  dental 
caries.  Low  income  children  are  much  more 
likely  to  have  caries  in  need  of  restorative  at- 
tention. 
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Caring  For 
Iowans  For  More 
Than  50  Years. 

The  changes  in  health  care  and  health 
coverage  in  the  last  five  decades  have 
been  tremendous.  And,  through  it  all,  Blue 
Cross  and  Blue  Shield  of  Iowa  has  helped 
set  the  pace. 

All  the  while,  we  have  worked  diligently 
to  help  our  customers  get  the  most  out  of 
their  health  care  dollars,  to  provide  excel- 
lence in  service  and  to  give  our  members 
cost-efficient,  quality  benefits.  Like  Total 
Health  Network  of  Iowa  and  Family 
Health  Plan,  our  innovative  health  mainte- 
nance organizations ...  and  ALLIANCE 
Select,  our  preferred  provider  program. 

We've  worked  with  the  providers  of 
health  care  for  50  years  to  assure  Iowans 
of  affordable,  high-quality  coverage.  And 
you  can  be  sure  that  we'll  be  doing  the 
same  for  another  50  years.  It's  a tradition 
we're  proud  of ...  and  one  you  can  con- 
tinue to  count  on. 


Blue  Cross 
Blue  Shield 


About  Iowa  Physicians 


Dr.  Michael  Stein,  Iowa  City,  has  been  elected 
to  fellowship  in  the  American  College  of  Car- 
diology. The  following  physicians  were  called 
to  active  duty  to  support  medical  personnel 
who  were  assigned  to  Gulf  War  duty:  Drs. 
David  Ferguson  and  Peter  Kirchner,  Iowa  City, 
and  Dr.  N.K.  Pandeya,  Des  Moines.  Dr.  Kris- 
ten Wells  has  joined  Drs.  William  and  R.  Josef 
Hofmann  at  Davenport  Medical  and  Surgical 
Eye  Group  and  St.  Luke's  Hospital  and  Mercy 
Hospital  medical  staffs.  Dr.  Wells  received  the 
M.D.  degree  from  University  of  Texas  South- 
western Medical  School,  Dallas,  Texas  and 
served  a residency  at  U.  of  I.  Hospitals  and 
Clinics.  Dr.  Douglas  Wells  has  joined  Anes- 
thesia Associates  and  St.  Luke's  Hospital  and 
Mercy  Hospital  medical  staffs,  all  in  Daven- 
port. Dr.  Wells  received  the  M.D.  degree  at 
the  University  of  Melbourne  in  Australia.  Dr. 
Charles  Preacher,  Davenport,  has  retired  as 
medical  director  of  St.  Luke's  Hospital  Labo- 
ratory. Dr.  Preacher  served  as  director  for  35 
years.  Dr.  Eugene  Johnson  has  been  installed 
as  president  of  the  Scott  County  Medical  So- 
ciety. Other  officers  include  Drs.  Mary  Hoppa, 
president-elect;  Susan  Perry,  secretary  and 
Carol  Walton,  treasurer.  Dr.  Herbert  Gearhart 
was  recently  honored  by  a surprise  breakfast 
party  for  his  25  years  of  medical  practice  in 
Hopkinton.  Dr.  Mark  Hull,  Davenport,  has 
been  elected  to  serve  as  medical  staff  president 
at  Mercy  Hospital.  Dr.  Prakash  Khot  has  be- 
gun practice  in  Marengo.  Dr.  Khot  received 
the  M.D.  degree  from  Nagpur  Medical  College 
in  India  and  practiced  in  Galesburg,  Illinois  for 
17  years  before  locating  in  Marengo.  Dr.  Ron- 
ald Charles  has  joined  the  Grinnell  General 
Hospital  medical  staff.  Dr.  Charles  received 
the  M.D.  degree  from  the  University  of  Natal, 
Durban,  South  Africa  and  completed  an  or- 
thopedic surgery  residency  at  Albert  Einstein 
College  of  Medicine,  Bronx,  New  York.  Dr. 
Peter  Palsha  has  begun  family  practice  in 
Bloomfield.  Dr.  Palsha  received  the  M.D.  de- 
gree from  Charles  University,  Prague,  Czech- 
oslovakia. Dr.  Kenneth  Follett,  assistant  pro- 


fessor of  neurosurgery  at  the  U.  of  I.  College 
of  Medicine,  was  recently  given  the  1991  Young 
Clinician  Investigator  Award  by  the  Research 
Foundation  of  Neurological  Surgeons.  Dr.  Fol- 
lett received  the  grant  at  the  association's  an- 
nual meeting  in  New  Orleans,  Louisiana.  Dr. 
James  Jeffries,  Waterloo,  has  joined  Dr.  Ken- 
neth McMains  in  the  Occupational  Health 
Services  Department  of  Allen  Memorial  Hos- 
pital in  Waterloo.  Dr.  Mary  Pat  Rosman, 
Dyersville  family  practitioner  and  medical  di- 
rector at  the  John  McDonald  Treatment  Unit, 
was  recently  certified  by  the  American  Society 
of  Addiction  Medicine.  Dr.  John  Tyrrell, 
Manchester,  has  been  appointed  to  a 6-year 
term  on  the  Iowa  State  Board  of  Regents.  Dr. 
Brian  Sires  has  begun  neurology  practice  at 
Allen  Memorial  Hospital,  Waterloo.  Dr.  Sires 
received  the  M.D.  degree  from  the  U.  of  I. 
College  of  Medicine  and  completed  a resi- 
dency in  Wake  Forest,  North  Carolina.  Dr. 
Carlos  Perandones,  an  Argentine  researcher 
in  the  production  of  antibodies,  has  been 
awarded  the  1991  Houts-Arthritis  Foundation 
Fellowship  at  the  U.  of  I.  College  of  Medicine. 
Dr.  Perandones  will  spend  a minimum  of  2 
years  in  the  Department  of  Internal  Medicine. 


Deaths 


Dr.  James  Skultety,  78,  West  Des  Moines,  died 
April  5 at  Mercy  Hospital  Medicine  Center.  Dr. 
Skultety  received  the  M.D.  degree  from 
Creighton  University  School  of  Medicine, 
Omaha,  Nebraska  and  practiced  medicine  in 
Des  Moines  for  over  50  years.  He  was  a mem- 
ber of  the  National  Association  of  Family  Prac- 
titioners and  a life  member  of  the  Iowa  Medical 
Society. 

Dr.  Harlan  Berthelsen,  71,  died  March  27  at 
Grove  General  Hospital  in  Grove,  Oklahoma. 
Dr.  Berthelsen  practiced  in  Rock  Valley  until 
his  retirement  in  1983. 
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Letter  to  the  Editor 


Physicians  Are 
'Captains  of  the  Ship' 

Dear  Editor: 

It  is  time  for  reflection.  Just  what  part  of 
the  current  medical  care  dilemma  have  we 
medical  people  caused? 

In  the  late  thirties  and  early  forties  when 
government  first  began  to  take  care  of  the 
medically  indigent,  they  did  it  by  giving  money 
to  the  medically  indigent  and  hopefully  the 
recipients  of  care  would  pay  the  physicians. 
That  didn't  happen  too  often  and,  therefore, 
the  medical  profession  begged  for  and  did  fi- 
nally develop  the  vendor  payment  program 
whereby  the  third  party  payor  paid  the  phy- 
sician rather  than  the  recipient  of  the  service. 
We,  as  a profession,  asked  for  that.  I remem- 
ber standing  on  the  floor  of  the  House  of  Del- 
egates to  the  Iowa  Medical  Society  and  saying 
we  were  selling  our  souls  down  the  river.  That 
has  happened.  And  because  we  have  also 
helped  to  create  the  Blues,  we  have  taught 
recipients  of  medical  care  to  lose  all  sense  of 
individual  responsibility.  Therefore,  we  now 
have  over-utilization  which  is  one  of  the 
sources  of  the  great  cost  of  medical  care. 

To  bring  us  to  date,  the  most  recent  prob- 
lem we  have  participated  in  is  multiple  sub- 
specializations. Now  when  a patient  needs 
care,  that  patient  usually  needs  to  support 
multiple  doctors  — rather  than  one  doctor  — 
financially.  I have  a difficult  time  obtaining  a 
consultative  service  in  these  days.  Due  to  peer 
pressure,  I frequently  ask  for  help  for  things 
that  I formerly  did  myself.  But  when  I ask  for 
help  in  the  form  of  consultation,  it  actually 
ends  up  being  a referral  because  the  doctor 
whom  I ask  for  consultation  seems  to  know 
nothing  about  consultation  — only  a referral. 
A good  example  is:  I formerly  would  pack  a 
retropharyngeal  epistaxis.  Now,  I can  refer  it 
to  an  otolaryngologist  and  before  I see  the  pa- 
tient again,  that  patient  has  probably  seen  a 
cardiologist  and  hematologist.  The  multiple 
providers  involved  raises  the  cost  of  medical 
care  markedly. 

True,  you  can  say  the  tort  system  has  cre- 
ated this,  but  I think  we,  as  physicians,  are 
the  "captains  of  the  ship"  and  could  help  slow 


some  of  this  progress.  This,  of  course,  is  the 
basis  for  the  managed-care  philosophy  that  is 
gaining  some  popularity,  and  necessarily  so 
because  of  the  multiple  physicians  required  to 
provide  care  for  an  individual  case  in  these 
days. 

I think  it  is  time  for  reflection  to  see  if  we 
as  physicians  can  help  regulate  a system  that 
I believe  is  getting  out  of  hand.  I am  well  aware 
of  technology,  the  tort  system  and  all  the  other 
causes  — but  we  must  regulate  this  in  some 
manner  or  we  will  lose  complete  control  of  the 
system.  — John  Sunderbruch,  M.D.,  Davenport, 
Iowa. 


LETTERS  TO  THE  EDITOR 

If  you  have  a comment  regarding  some- 
thing you've  read  in  iowa  medicine  or  an 
observation  on  conditions  affecting  the 
practice  of  medicine  in  Iowa,  don't  keep  it 
to  yourself.  Share  your  thoughts  in  a letter 
to  the  editor.  We'd  like  to  hear  from  you. 


Search  for  New 
U of  I Dean  Begins 

The  Search  Committee  for  the  dean 
of  the  University  of  Iowa  College  of 
Medicine  is  asking  for  assistance  in  the 
process  of  searching  for  a new  dean. 
The  committee  believes  it  is  important 
to  have  the  perspective  of  physicians 
and  health  professionals  across  Iowa, 
particularly  with  regard  to  important 
aspects  of  the  position  and  the 
necessary  qualities  and  attributes  of  a 
new  dean. 

Please  share  your  thoughts  with  the 
committee  by  writing:  David  Skorton, 
M.D.,  Search  Committee  for  the  Dean, 
College  of  Medicine,  431  Eckstein 
Medical  Research  Building,  University 
of  Iowa,  Iowa  City,  Iowa,  52242.  (319) 
335-6550. 
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Classified  Advertising 


CLASSIFIED  ADVERTISING  RA  TE  — $3  per  line , $30 
minimum  per  insertion.  NO  CHARGE  TO  MEMBERS 
OF  IOWA  MEDICAL  SOCIETY.  Copy  deadline  — 1st 
of  the  month  preceding  publication. 

CENTERVILLE,  IOWA  — Weekend  coverage  available  in  emergency 
department  at  this  33-bed  facility.  Competitive  hourly  rate  and  paid 
malpractice  insurance  with  unlimited  tail  coverage.  Contact  Emergency 
Consultants,  Inc.,  2240  S.  Airport  Road,  Room  43,  Traverse  City,  Mich- 
igan 49684;  1-800/253-1795  or  in  Michigan  1-800/632-3496. 


FAMILY  PRACTICE,  HOSPITAL  SPONSORED  CLINIC  OPPORTU- 
NITY — Dynamic,  growth-oriented  hospital  in  beautiful  north  central 
Wisconsin  is  seeking  family  physicians  to  join  a growing  practice  in  a 
new  facility.  The  administrative  burdens  of  medical  practice  will  be 
minimized  in  this  hospital-managed  clinic.  The  hospital  has  committed 
to  an  income  and  benefit  package  which  is  significantly  higher  than 
similar  opportunities.  Package  includes  base  income,  incentive  bonus, 
malpractice,  disability,  signing  bonus  and  student  loan  reduction/for- 
giveness program.  All  relocation  costs  will  be  borne  by  the  hospital. 
Please  contact  Kari  Wangsness,  Associate,  The  Chancellor  Group,  Inc., 
France  Place,  Suite  920,  3601  Minnesota  Drive,  Bloomington,  Minnesota 
55435;  612/835-5123. 


SOUTHEASTERN  IOWA  — Seeking  full-time  and  part-time  physicians 
for  new  50-bed  hospital  emergency  department.  Attractive  hourly  com- 
pensation and  paid  malpractice  insurance  with  unlimited  tail  coverage. 
Benefit  package  available  to  full-time  physicians.  Contact  Emergency 
Consultants,  Inc.,  2240  S.  Airport  Road,  Room  43,  Traverse  City,  Mich- 
igan 49684,  1-800-253-1795  or  in  Michigan  1-800/632-3496. 


MANKATO  CLINIC,  LTD.  — A progressive  group  practice  is  seeking 
BE/BC  physicians  in  the  following  specialties:  dermatology,  family 
practice,  gastroenterology,  invasive  cardiology,  oncology/hematology, 
pediatrics,  urology,  orthopedic  surgery,  pulmonology  and  general  in- 
ternal medicine.  The  Mankato  Clinic  is  a 50-doctor  multispecialty  group 
practice  in  south  central  Minnesota  with  a trade  area  population  of 
+ 250,000.  Guaranteed  salary  first  year,  incentive  thereafter  with  full 
range  of  benefits  and  liberal  time  off.  For  more  information,  call  Roger 
Greenwald,  Executive  Vice  President  or  Dr.  B.C.  McGregor,  President 
at  507/625-1811  or  write  501  Holly  Lane,  Mankato,  Minnesota  56001. 


GENERAL  INTERNAL  MEDICINE  — Marshfield  Clinic,  a 350-phy- 
sician multispecialty  group  practice  is  seeking  BE/BC  family  practi- 
tioners to  join  expanding  regional  centers.  Positions  are  available  in 
west  central,  northwestern  and  north  central  Wisconsin.  These  are  beau- 
tiful, wooded  Wisconsin  areas  with  an  abundance  of  lakes,  rivers,  and 
streams.  All  are  ideally  suited  for  physicians  seeking  to  combine  profes- 
sional excellence  in  a midwest,  family-oriented  location  offering  ex- 
ceptional 4-season  recreational  activities.  Wisconsin  consistently  leads 
the  nation  in  ACT  and  SAT  scores  and  the  school  system  in  these 
communities  is  excellent.  Each  has  its  own  special  qualities  with  more 
attractive  features  relative  to  individual  needs  and  preferences.  Starting 
salary  up  to  $99,700  with  salary  in  2 years  up  to  $131,600.  Fringe  benefit 
package  is  outstanding.  If  this  combination  of  professional  excellence 
and  life-style  made  possible  through  the  back-up  resources  of  a leading 
medical  center  in  conjunction  with  the  uncommon,  varied  beauty  of 
Wisconsin's  land  and  lakes  sounds  interesting  to  you,  please  send  CV 
and  references  to  David  L.  Draves,  Director  of  Regional  Development, 
1000  North  Oak  Avenue,  Marshfield,  Wisconsin  54449  or  call  1-800/826- 
2345,  extension  5376. 


OSCEOLA,  IOWA  — Weekend  coverage  available  in  emergency  de- 
partment of  48-bed  hospital.  Competitive  hourly  rate  and  paid  mal- 
practice insurance  with  unlimited  tail  coverage.  Contact  Emergency 
Consultants,  Inc.,  2240  South  Airport  Road,  Room  43,  Traverse  City, 
Michigan  49684;  1-800/253-1795  or  in  Michigan  1-800/632-3496. 


ESTHERVILLE,  IOWA  — Seeking  physicians  in  primary  care  special- 
ties to  provide  weekend  coverage  at  low  volume  emergency  department 
in  northwestern  Iowa.  Excellent  compensation  and  paid  malpractice 
insurance  with  unlimited  tail  coverage.  Contact  Emergency  Consul- 
tants, Inc.,  2240  South  Airport  Road,  Room  43,  Traverse  City,  Michigan 
49684;  1-800/253-1795  or  in  Michigan  1-800/632-3496. 


MASON  CITY,  IOWA  — Seeking  director,  full-time  and  part-time  phy- 
sicians for  low  volume  75-bed  hospital  emergency  department.  Great 
opportunity  to  develop  "state  of  the  art"  quality  assurance  and  edu- 
cational programs.  Excellent  compensation,  paid  malpractice  insurance 
with  unlimited  tail  coverage  and  full  benefit  package  to  full-time  staff. 
Contact  Emergency  Consultants,  Inc.,  2240  South  Airport  Road,  Room 
43,  Traverse  City,  Michigan  49684;  1-800/253-1795  or  in  Michigan  1-800/ 
632-3496. 


FAMILY  PRACTICE  — Marshfield  Clinic,  a 350-physician  multispe- 
cialty group  practice  is  seeking  BE/BC  family  practitioners  to  join  ex- 
panding regional  centers.  Practice  opportunities  range  in  size  from  sin- 
gle specialty  groups  of  3 to  multispecialty  groups  of  35.  Positions  are 
available  in  west  central,  northwestern  and  north  central  Wisconsin. 
These  are  beautiful,  wooded  Wisconsin  areas  with  an  abundance  of 
lakes,  rivers  and  streams.  All  are  ideally  suited  for  physicians  seeking 
to  combine  professional  excellence  in  a midwest,  family-oriented  lo- 
cation offering  exceptional  4-season  recreational  activities.  Wisconsin 
consistently  leads  the  nation  in  ACT  and  SAT  scores  and  the  school 
system  in  these  communities  is  excellent.  Each  opportunity  offers  a 
superlative  life-style.  Each  has  its  own  special  qualities  with  more  at- 
tractive features  relative  to  individual  needs  and  preferences.  Starting 
salary  up  to  $99,700  with  salary  in  2 years  up  to  $131,600.  Fringe  benefit 
package  is  outstanding.  If  this  combination  of  professional  excellence 
and  life-style  made  possible  through  the  back-up  resources  of  a leading 
medical  center  in  conjunction  with  the  uncommon,  varied  beauty  of 
Wisconsin's  land  and  lakes  sounds  interesting  to  you,  please  send  CV 
and  references  to  David  L.  Draves,  Director  of  Regional  Development, 
1000  North  Oak  Avenue,  Marshfield,  Wisconsin  54449  or  call  1-800/826- 
2345,  extension  5376. 


NEVER  A DULL  MOMENT  — We  need  primary  care  physicians  at 
Community  Health  Center,  Davenport,  Iowa.  Our  recently  renovated 
facility  includes  lab,  x-ray,  pharmacy,  dental  services,  social  workers 
and  a staff  of  3 FPs,  1 IM,  2 pediatricians,  1 obstetrician-gynecologist. 
Reasonable  life-style,  good  benefits.  Certainly  a challenge  with  some 
very  needy  patients.  Contact  Rebecca  Wiese,  428  Western  Avenue,  Dav- 
enport, Iowa  52801,  319/322-7899. 


IMPORTANT  OPPORTUNITIES  — Dermatologist,  family  practice, 
gastroenterologist,  general/thoracic  surgeon,  obstetrics/gynecology, 
pulmonologist,  urologist.  BE/BC  for  expanding  36-physician  multi- 
specialty group.  Dynamic  area  hub  city  of  30,000  ranked  7th  in  midwest 
in  desirability/quality  of  life.  Referral  area  250,000  including  6 impor- 
tant satellites.  Superb  secondary  level  hospital  advantages.  Equidistant 
from  Minneapolis  and  Des  Moines  on  1-35.  Secure  future  with  guar- 
anteed salary,  incentive  income,  outstanding  benefits.  Information  WATS 
1-800/798-4321  or  write  to  Recruitment  Coordinator,  Park  Clinic,  890  N. 
Eisenhower  Ave.,  Mason  City,  Iowa  50401. 
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ROBERT  A.  HAYNE,  M.D. 
THOMAS  A.  CARLSTROM,  M.D. 
DAVID  J.  BOARINI,  M.D. 

1215  PLEASANT,  SUITE  608 
DES  MOINES  50309 
515/283-5760 

NEUROLOGICAL  SURGERY 


OPHTHALMOLOGY 


NORTH  IOWA  EYE  CLINIC,  P.C. 

ADDISON  W.  BROWN,  JR.,  M.D. 

MICHAEL  L.  LONG,  M.D. 

BRADLEY  L.  ISAAK,  M.D. 

RANDALL  S.  BRENTON,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 

GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 

WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D. 

RUSSELL  H.  WATT,  M.D. 

JOHN  M.  GRAETHER,  M.D. 

RUSSELL  R.  WIDNER,  M.D. 

GILBERT  W.  HARRIS,  M.D. 

JAMES  A.  DAVISON,  M.D. 

NORMAN  F.  WOODLIEF,  M.D. 

ERIC  W.  BLIGARD,  M.D. 

DAVID  D.  SAGGAU,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/754-6200 
SATELLITE  OFFICES: 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

300  SOUTH  KENYON  ROAD 
FORT  DODGE  50501 
515/576-7777 

516  SOUTH  DIVISION  STREET 
CEDAR  FALLS  50613 
319/277-0103 

OPHTHALMIC  ASSOCIATES,  P.C. 

ROBERT  D.  WHINERY,  M.D. 

STEPHEN  H.  WOLKEN,  M.D. 

ROBERT  B.  GOFFSTEIN,  M.D. 

LYSE  S.  STRNAD,  M.D. 

540  E.  JEFFERSON,  SUITE  201 
IOWA  CITY  52245 
319/338-3623 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D. 

JAMES  W.  WHITE,  M.D. 

CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 

IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D. 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

1215  PLEASANT,  SUITE  408 
DES  MOINES  50309 
515/283-5780 
1/800/248-4443 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 

PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

ROBERT  G.  SMITS,  M.D.,  P.C. 

1040  5TH  AVENUE 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 


PATHOLOGY 


LABORATORY  OF  CLINICAL  MEDICINE 
DAVID  W.  GAUGER,  M.D. 

ROBERT  L.  MAAS,  M.D. 

L.  JEFF  RISSMAN,  M.D. 

11380  AURORA  AVENUE 
DES  MOINES  50322 
515/276-8402 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


REHABILITATION  MEDICINE  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 
CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

YOUNKER  REHABILITATION 
CENTER 

IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 
515/283-6434 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 
HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL 
SERVICES  FOR  ADULTS,  ADOLESCENTS, 
CHILDREN  AND  INFANTS 


PULMONARY  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & CRITICAL 
CARE  ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 

DONALD  L.  BURROWS,  M.D. 

MICHAEL  WITTE,  D.O. 

PULMONARY  DISEASES 
1601  NW  114TH,  SUITE  347 
DES  MOINES  50325-7072 
24  HOUR  515/224-1777 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  O.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 

SINESIO  MISOL,  M.D. 

411  LAUREL,  SUITE  3300 
DES  MOINES  50314 
515/247-8400 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

SURGICAL  AFFILIATES,  P.C. 

JAMES  M.  CATERINE,  M.D.,  F.A.C.S. 

C.  DAVID  SMITH,  M.D. 

KATHLEEN  L.  SMITH,  M.D. 

KENDALL  REED,  D.O.,  F.A.C.O.S. 

STEVEN  A.  CAHALAN,  M.D. 

ONYEBUCHI  UKABIALA,  M.D.,  F.R.C.S. 
JOHN  STERN,  M.D. 

411  LAUREL,  SUITE  2100 
MERCY  MEDICAL  PLAZA  EAST 
DES  MOINES  50314 
515/247/3266 

GENERAL,  THORACIC,  VASCULAR, 
ONCOLOGIC  AND  PEDIATRIC  SURGERY 

WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/283-5767 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 
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In  the  Public  Interest 


Head  Injuries  a Serious 
Public  Health  Problem 


In  the  last  decade,  581  motorcycle  riders 
have  been  killed  and  thousands  of  others 
injured  on  Iowa's  roadways;  83%  were  not 
wearing  protective  headgear. 

In  the  United  States,  traumatic  injury  is 
the  leading  cause  of  death  for  persons  up  to 
the  age  of  44  and  motor  vehicle  crashes  are 
the  single  most  common  cause  of  injury. 

Many  have  suffered  permanent  head  in- 
juries resulting  in  enormous  cost  to  them- 
selves and  society.  Because  of  the  number  of 
injuries  and  costs  of  those  injuries,  motorcycle 
crashes  are  a serious  public  health  problem. 

Helmets  Reduce  Head  Injuries 

Data  from  several  studies  have  shown  hel- 
mets to  be  effective  in  prevention  and  reduc- 
ing the  severity  of  head  injuries  by  a factor  of 
2 or  more.  One  of  these  is  the  Iowa  Cycle  In- 
jury Study  (ICIS)  funded  by  the  U.S.  Depart- 
ment of  Transportation  National  Highway 
Traffic  Safety  Administration. 

The  ICIS  was  conducted  through  Iowa 
Methodist  Medical  Center  in  Des  Moines  un- 
der the  guidance  of  emergency  room  physician 
Tim  Peterson,  M.D.  and  Kim  Royer,  R.N.  Ac- 
cording to  Dr.  Peterson,  a member  of  the  IMS 
Committee  on  Emergency  Medical  Services, 
data  for  the  study  was  collected  during  a 6- 
month  period  from  April  through  September, 
1989.  The  data  came  from  persons  involved  in 
a motorcycle,  moped  or  bicycle  crash  who 
sought  care  at  hospitals  in  Burlington,  Cedar 
Rapids,  Council  Bluffs,  Des  Moines,  Du- 
buque, Iowa  City,  Sioux  City  or  Waterloo. 

Data  collected  from  683  Iowans  involved 
in  motorcycle,  moped  or  bicycle  crashes  show 
that  riders  without  helmets  who  die  in  a crash 


have  head  injury  rates  of  over  3 times  greater 
than  those  wearing  a helmet.  Despite  their 
proven  effectiveness,  the  study  showed,  77% 
of  motorcycle  riders,  89%  of  moped  riders  and 
93%  of  bicyclists  do  not  wear  helmets. 

Majority  of  States  Have 
Helmet  Laws 

Currently,  Iowa  is  one  of  5 states  without 
a helmet  law.  Iowa's  rate  of  death  associated 
with  head  injuries  is  the  highest  in  the  nation. 
Death  is  the  outcome  for  only  1%  of  motor- 
cyclists, but  disability  related  to  nonfatal  in- 
juries is  extensive.  Much  of  this  cost  is  borne 
by  the  public. 

The  challenge  of  reducing  head  injuries 
from  2-wheeler  crashes  is  not  being  addressed 
in  Iowa.  This  challenge  will  require  public  ed- 
ucation in  our  schools  and  in  the  media  re- 
garding the  potential  effectiveness  of  helmets. 

"Enactment  of  a comprehensive  helmet 
law  for  all  cyclists  using  the  public  motorways 
has  been  shown  to  more  than  double  the  usage 
rate,"  comments  Dr.  Peterson.  "Such  a law 
would  make  a considerable  impact  on  reduc- 
ing the  tragedy  and  costly  burden  of  head  in- 
juries in  Iowa." 


June  1991 
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President's  Privilege 


R.  Bruce  Trimble,  M.D. 


Reflections  on  the  IMS 
Annual  Meeting 


SEVERAL  OBSERVATIONS  CAME  TO  MIND 

when  I reflected  on  the  1991  meeting  of 
the  House  of  Delegates. 

The  resolutions  were  reasonably  divided 
between  "public  health"  and  "business"  is- 
sues — both  are  important.  Those  who 
heard  the  formal  presentations  on  Saturday 
morning,  read  the  committee  reports  in  the 
Delegate's  packet  and  listened  to  the  discus- 
sions came  away  well-informed  on  a variety 
of  important  topics.  Even  the  best  informed 
heard  a new  fact  or  perspective. 

As  is  the  case  every  year,  thoughtful 
comments  by  individuals  resulted  in  sub- 
stantial modification  of  reference  committee 
reports  or  adoption  of  new  policies.  One 
person  can  make  a difference. 

There  were  more  contested  elections 
than  in  the  last  few  years.  This  is  healthy.  It 
takes  courage  to  run  for  a contested  office 
and  risk  defeat.  We  all  owe  thanks  to  those 
who  ran;  we  would  have  been  well  served 
by  any  of  them. 

The  Board  of  Trustees  in  May  reviewed 
House  of  Delegates'  actions  and  assigned 
them  to  appropriate  committees.  They  will 
become  the  basis  of  legislative  initiatives, 
public  education  and  public  policy  state- 


ments. Next  April,  as  always,  we  will  review 
the  year's  activity  to  be  sure  we  have  done 
our  work. 

Attendance  this  year  was  about  as  it  has 
been  for  several  years  — fairly  good  but  not 
great.  Several  large  counties  did  not  send 
full  delegations.  Some  counties,  mainly 
those  without  organized  county  societies, 
had  no  representatives.  The  ad  hoc  commit- 
tee recently  appointed  to  review  councilor 
districts,  as  required  in  reapportionment 
years,  will  look  at  these  issues  of  representa- 
tion and  attendance. 

You  can  also  do  something  as  an  indi- 
vidual. Ask  your  county  society  president 
about  being  a delegate  next  year.  Or  just 
come  down,  listen  to  the  speeches  and  dis- 
cussions, say  your  piece  at  a reference  com- 
mittee, perhaps  come  to  the  banquet  or  sci- 
entific program.  It  might  get  in  your  blood. 


m 

R.  Bruce 


& 


Trimble,  M.D. 
President 
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“Too  many  people  still  believe 
that  trusts  are  just  for  the  wealthy. 
I want  to  debunk  that  myth!” 

Charles  R.  Schwab 
Chairman 


“A  will  or  a trust?  Here’s  how  to 
make  an  educated  decision.” 


What’s  the  best  way  to  preserve 
your  estate  for  your  heirs?  When 
you  compare  the  features  of  wills 
and  trusts,  you  may  be  surprised  to 
discover  that  a trust  could  be  your 
best  estate  planning  choice— even 
with  limited  assets. 

The  Charles  Schwab  Guide  to 
Estate  Planning  helps  you  com- 
pare wills  and  trusts.  It  offers  key 
information  on  estate  plans  and 
shows  you  why  a revocable  living 
trust  is  a popular  choice  for  the 
independent  investor. 

A trust  account  is  easy  to  open 
and  manage  at  Schwab. 

You  can  set  up  a trust  brokerage 
account  to  manage  all  kinds  of 
investments.  All  you  need  is  a trust 


Member  SIPC 
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agreement  prepared  by 
your  attorney. 

You’ll  retain  complete 
investment  control. 

We  act  only  as  the 
custodian  of  your 
account  assets.  As 
the  trustee,  you’ll 
manage  your 
own  trust 
investments. 

We  offer  more  than 
most  brokers  or  banks. 

At  Schwab,  there’s  no  set-up  or 
custodial  fee  for  a trust 
brokerage  account  and 
no  asset  minimum,  as 
required  by  banks. 


“C„„r 


You’ll  save  on  trades,  too, 
because  our  com- 
missions are  lower 
than  those  of  full- 
commission  brokers. 

To  learn  more 
about  Schwab  Trust 
Brokerage  Services 
and  to  receive  a FREE 
Estate  Planning 
Guide,  contact  your 
local  branch: 

801  Grand  Avenue 

Suite  100 

Des  Moines,  Iowa 


1-515-283-2434 


Charles  Schwab 

We  give  you  more  ways  to  succeed. 


'Being  a Good  Physician 
Is  Not  Enough' 


ROBERT  WHINERY,  M.D. 
Iowa  City,  Iowa 


An  immediate  past  president  reflects 
on  his  year  in  office  and  the  problems 
in  our  health  care  system. 


How  fast  a year  has  gone  by.  The  last 
time  I stood  before  you  it  was  a Sun- 
day morning  and  I said  I'd  give  a sermon, 

I'll  probably  do  it  again.  A sermon  is  sup- 
posed to  stimulate  and  educate  — I think 
Iowa  medicine  needs  both. 

I've  reflected  on  past  IMS  presidents' 
speeches  heard  over  many  years.  I remem- 
ber the  frustration  of  Dan  Youngblade  as  his 
carefully  prepared  speech  was  covered  quite 
completely  by  the  then  AMA  president. 

I carefully  noted  Dr.  Ring's  speech  today. 

A most  memorable  speech  was  given  by 
Denny  Walter  — "Stations."  It  was  a classic 
and  very  thought  provoking,  perhaps  be- 
cause it  hit  so  close  to  home.  It's  worth  re- 
searching if  you  didn't  hear  it. 

I don't  know  many  answers  to  medi- 
cine's problems,  but  I think  I know  how  to 
go  about  seeking  them.  The  problems  are 
easy  to  find;  the  solutions  are  infinitely 
harder. 

In  many  ways,  Iowa  physicians  are 
more  homogeneous  than  in  other  states. 
Most  were  either  raised  in  Iowa  or  had  Iowa 


ties  to  pre-med,  medical  school,  internships 
or  residencies.  It's  why  many  of  the  inter- 
professional problems  of  other  states  are  not 
ours.  Yet,  we  differ  in  age  and  type  of  prac- 
tice. Your  situation  determines  how  you 
view  medicine's  problems.  Many  older  phy- 
sicians have  seen  the  best  of  private  medi- 
cine while  some  younger  ones  know  only  gov- 
ernment, peer  review  and  fee  setting.  A third 
group,  probably  the  majority  and  the  most 
frustrated,  have  experienced  some  of  each. 

How  did  medicine  get  into  this  mess? 

It's  a combination  of  large  advances  in  medi- 
cal technology,  an  aging  population,  in- 
creased liability  claims,  a change  in  posture 
of  insurance  companies,  the  competitive 
bent  of  hospitals,  health  demands  by  busi- 
ness, labor  and  consumer  groups  and  the 
politicians'  response  to  special  interest 
groups.  In  Medicare,  the  legislators  have  be- 
come our  regulators. 

In  some  circumstances  we've  done  it  to 
ourselves.  We  fought  Medicare  and  then  we 
bought  it.  Carte  blanche  charges  and  big 
buck  docs  have  helped  make  doctor  bashing 
a popular  game.  Unfortunately,  the  bad  ap- 
ples make  the  headlines.  The  national  practi- 
tioners data  bank  is  one  outcome.  We  see 
the  proliferation  of  seminars  on  how  to  beat 
the  CPT  coding  and  billing  system.  I call  it 
'creative  billing'  and  it  may  give  Medicare  its 
next  black  eye. 

However,  I'm  sure  our  patients  would 
be  upset  if  they  knew  of  harassing  third 
party  regulators  and  what's  done  to  save  a 
few  dollars  on  a hospitalization.  They  would 
be  appalled  to  know  how  much  time  physi- 

(Continued  next  page) 
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dans  spend  on  the  phone  and  writing  letters 
justifying  their  actions. 

To  quote  former  Surgeon  General  Koop, 
"There's  exasperation  on  both  sides  of  the 
stethoscope."  What  can  we  do  about  it? 

Last  year  I asked  the  IMS  Auxiliary  to 
push  you,  to  teach  physicians  how  to  be  po- 
litically active,  to  encourage  community  in- 
volvement outside  the  office.  We  must  im- 
prove our  image  and  listen  to  our  patients. 
We  could  take  a lesson  in  this  regard  from 
dentists,  optometrists  and  chiropractors. 

We  must  understand  the  social,  eco- 
nomic and  political  climate  in  which  we  live. 
Being  a good  physician  is  not  enough. 

As  I said  before,  the  problems  are  ap- 
parent, the  solutions  more  complex.  I'm  re- 
minded of  a story  concerning  a popular  east- 
ern university  psychologist.  He  traveled 
America  giving  his  acclaimed  series,  "The  10 
Commandments  of  Child  Rearing."  How- 
ever, as  time  passed  he  and  his  wife  had 
their  first  child  and  shortly  thereafter  his  lec- 
tures were  retitled,  "Some  Hints  in  Child 
Rearing."  After  their  second  child  the  series 
was  called  "A  Few  Tentative  Thoughts  on 
Child  Rearing"  and  when  the  third  child 
was  born  he  cancelled  the  series. 

We  will  have  some  "heat"  on  our  refer- 
ence committees  today  and  perhaps  muddy 


the  problems  and  solutions  a bit.  As  your 
president,  the  greatest  problem  I faced  was 
Iowa  physicians'  relationship  with  the  Iowa 
Foundation  for  Medical  Care.  We  appointed 
committees  and  held  meetings.  Some  things 
are  better  and  I hope  this  trend  will  con- 
tinue. I believe  there  has  been  educating  on 
both  sides  — what's  wrong  and  what  the 
limits  are  on  changing  things.  It's  easy  to 
criticize  until  you're  involved. 

There  are  some  big  medical  decisions  to 
be  made  in  the  near  future.  Rationing  care  is 
one  and  physicians  should  make  these  rules. 

Don't  give  up.  Continue  to  fight  for 
what  you  believe  in.  There's  my  old  "orga- 
nized medicine  song,"  but  I believe  it.  Don't 
just  join  the  IMS  and  AMA  but  be  active  in 
them.  I'm  excited  to  see  increased  interest 
and  participation  this  year.  More  doctors  are 
running  for  office  and  speaking  out  on  is- 
sues. Don't  just  leave  it  to  the  "old  guys." 

This  medical  society  is  lucky.  You  have 
a very  strong  and  dedicated  staff.  Your 
board  of  directors  works  hard  and  we  will 
have  a marvelous  leader  in  Bruce  Trimble. 

Medical  practice  will  and  must  change. 

It  will  still  be  exciting,  rewarding  and  appro- 
priate. We  must  guide  these  changes. 

Thank  you  for  the  opportunity  to  be 
your  president. 


(From  left)  Robert  Whinery,  M.D.,  past  IMS  president  and  his  wife  Joyce  with  R.  Bruce  Trimble,  M.D.,  IMS  president, 
and  Diane  Trimble  at  Saturday  evening's  President's  Reception. 
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We  Are  a 'Serving  Profession' 


R.  BRUCE  TRIMBLE,  M.D. 
Mason  City,  Iowa 


The  Iowa  Medical  Society  speaks 
most  effectively  when  it  speaks  for 
patient  welfare  issues  rather  than 
pocketbook  or  turf  issues/  says  the 
new  IMS  president. 


The  iowa  medical  society  has  had  a good 
year.  I intended  to  describe  Bob  Whin- 
ery's  stewardship  in  terms  of  sight  and  vi- 
sion, but  that  has  already  been  done  at 
length  this  weekend  so  I will  simply  say  that 
he  has  been  a thoughtful  leader  and  a good 
spokesman  for  Iowa  medicine. 

I want  to  thank  all  of  you  for  electing 
me  president  of  the  Iowa  Medical  Society.  It 
is  a very  great  honor  to  be  elected  to  repre- 
sent one's  peers.  It  is  also  a great  responsi- 
bility and  I have  thought  quite  a bit  recently 
about  how  the  Iowa  Medical  Society  repre- 
sents Iowa  physicians  and  what  it  is  about 
medicine  and  ourselves  we  want  to  present 
to  the  world. 

We  live  in  an  open,  rapidly  changing 
society.  Because  health  care  is  important  and 
resources  are  limited,  many  groups  wish  to 
influence  how  medicine  is  practiced  and  fi- 
nanced. Your  legislative  committee,  officers, 
staff  and  lobbyists  spend  much  time  defend- 
ing medicine's  autonomy,  authority  and  fi- 
nancial interests.  We  do  this  in  the  legisla- 
ture, before  regulators  and  administrators, 
on  various  boards  and  task  forces  and  in  dis- 


cussions with  other  associations.  We  do  not 
win  all  the  battles.  Overall,  however,  we  do 
this  quite  well,  although  frequently  without 
getting  much  attention.  Winning  defensive 
battles,  after  all,  only  maintains  the  status 
quo  and  is  not  very  exciting.  The  IMS  de- 
fends physicians'  turf  and  pocketbook  inter- 
ests without  apology.  These  interests  are  le- 
gitimate and,  as  Rabbi  Hillel  pointed  out 
2,000  years  ago,  "If  I am  not  for  myself,  who 
will  be  for  me?" 

But,  defending  turf  and  pocketbooks,  no 
matter  how  well  done,  is  ultimately  not  very 
fulfilling.  Hillel  went  on  "but  being  for  my- 
self only,  what  am  I?"  If  we  only  defend  our 
business  interests,  how  are  we  different 
from  the  many  other  groups  who  also  push 
and  shove  to  advance  their  turf  and  pocket- 
book  concerns?  As  physicians  we  know 
what  we  are  — we  are  a serving  profession 
concerned  for  our  patients'  welfare  and  the 
public  health.  We  expect  our  professional  as- 
sociation to  reflect  those  values. 

I am  very  proud  of  our  legislative  public 
health  agenda,  Medicare  Partners,  the  efforts 
we  and  the  Auxiliary  have  made  to  address 
adolescent  health  care  issues  and  the  work 
we  do  in  numerous  committees  to  improve 
the  public's  health  and  quality  of  life.  Not  all 
issues  are  clear  cut,  of  course.  In  some,  such 
as  tort  reform,  public  and  professional  consid- 
erations are  aligned.  In  others  — reform  of 
the  health  care  system,  for  example,  where 
the  price  exacted  for  wider  access  may  be 
very  tight  expenditure  controls  — we  must 
balance  self-interest  and  public  concerns  in 
formulating  a position. 

Perhaps,  paradoxically,  we  do  well  for 
ourselves  when  we  speak  most  strongly  for 
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the  public  good.  The  Iowa  Medical  Society 
represents  4,000  individuals  in  a state  of 
3,000,000.  In  'them  and  us'  terms,  there  are 
more  them  than  us.  On  turf  and  pocketbook 
issues,  we  can  be  seen  as  one  small  group 
with  no  particular  claim  to  preference  com- 
peting with  many  larger  interests.  In  each 
such  battle,  we  use  up  a certain  amount  of 
political  capital.  When,  however,  we  speak 
for  patient  and  public  welfare  or  to  the  med- 
ical aspects  of  issues,  we  speak  with  unique 
authority  and  are  heard  with  great  respect. 
With  the  public  health  agenda  and  similar 
programs,  we  build  political  capital. 

Although  we  may  reap  some  political 
benefit  from  addressing  the  public's  health 
needs,  that  is  not  really  why  we  do  it.  We 
do  it  because  it  is  our  obligation  as  the 
profession  of  medicine  and  because  that  is 
what  we  believe  in  as  individual  physicians. 
Last  year  during  the  legislative  debate  on 


our  proposals  for  tightening  smoking  restric- 
tions, a doctor  called  to  ask  for  further  infor- 
mation. He  and  his  wife  planned  to  write 
their  legislators  and  to  have  their  children 
write  also.  They  had  never  previously  dis- 
cussed any  issue  with  a legislator.  He  had 
not  been  interested  in  IMS  defensive  legisla- 
tive issues,  but  this  public  health  issue 
touched  a chord.  We  will  continue  to  look 
for  and  to  push  such  issues.  It  was  good  to 
see  a number  of  them  discussed  here  this 
weekend. 

This  is  spring  time  in  Iowa  and  it  is  per- 
haps appropriate  to  use  a farming  analogy. 
Public  service  and  patient  welfare  issues  are 
our  main  crops.  Harassment  and  reimburse- 
ment problems  are  weeds  and  bugs.  We  will 
deal  with  them  but  we  will  also  keep  them 
in  perspective. 

Thank  you  again  for  electing  me  presi- 
dent. I'll  need  your  input. 


The  Fight  We  Must  Win! 


Editors'  Note:  This  article  consists  of  excerpts 
from  a speech  by  John  Ring,  M.D.  of  Munde- 
lein, Illinois,  AMA  president-elect,  to  the  IMS 
House  of  Delegates,  April  20. 

oday,  i ask  you  to  think  about  the 
thing  physicians  in  Iowa  and  around 
America  have  in  common  — our  commit- 
ment to  medicine.  This  commitment  to 
our  art,  our  science,  our  profession  is  the 
central  force  that  binds  us  together.  But,  I 
must  warn  you  that  our  professionalism  is 
being  threatened. 

We're  used  to  threats  . . . threats  like 
government  regulation,  professional  liabil- 
ity suits  and  hassles  by  third  parties.  But 
this  one  is  different.  It  is  more  subtle  and 
dangerous  because  it  is  gradual.  It  is 
driven  by  people  who  for  mostly  eco- 
nomic reasons  want  to  see  medicine  re- 
duced to  the  status  of  a trade  or  business 
venture. 

To  do  this,  they  must  reduce  the 
profession  of  medicine  to  a level  where 
much  of  the  respect  we  enjoy  is  gone. 
Perhaps  we're  helping  them.  How  many 
times  can  we  hear  ourselves  called  ven- 


dors or  providers  before  we  start  thinking 
that's  all  we  are?  Our  professional  free- 
dom is  at  stake. 

The  truly  compassionate  physician  is 
one  who  shares  the  patient's  burden  — 
lifting  it  when  possible  and  making  it 
lighter  when  that  is  all  that  can  be  done. 

It  is  the  burden-sharing  — the  compas- 
sionate human  connection  — that  has  al- 
ways made  medicine  such  a fulfilling 
profession.  We  must  pull  together  to  pre- 
serve all  that  is  good  about  this  noble 
profession  of  ours! 

What  can  you  do  to  preserve  profes- 
sionalism? Put  your  patients  first  and  stay 
active  in  the  family  of  medicine.  The  IMS 
and  the  AMA  need  you.  We  need  your 
support  so  we  can  represent  you  as  we 
fight  for  physicians'  professionalism. 

Finally,  be  aware  that  there  are  folks 
out  there  who'd  love  to  see  professional- 
ism disappear  from  the  medical  scene. 
There  are  competitive  pressures  on  us  that 
could  diminish  our  professionalism.  Let's 
not  let  it  happen!  We're  going  to  fight  to 
maintain  it  and  we're  going  to  win  be- 
cause of  organizations  like  the  Iowa  Medi- 
cal Society  and  people  like  you. 
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Vital  Health  Issues  Addressed  at 
1991  House 


Following  is  a summary  of  proceed- 
ings when  physicians  from  across 
Iowa  gathered  April  20-21  for  the 
1991  IMS  House  of  Delegates. 


The  1991  annual  meeting  of  the  Iowa 
Medical  Society  House  of  Delegates  was 
held  April  20-21  in  Des  Moines.  House  ses- 
sions were  chaired  by  William  Rosenfeld, 
M.D.,  speaker.  Open  hearings  were  con- 
ducted by  3 reference  committees  on  April 
20.  President  Robert  Whinery,  M.D.,  was 
master  of  ceremonies  for  the  IMS  Annual 
Banquet  April  20. 

At  the  banquet,  Dennis  Walter,  M.D., 
Des  Moines,  received  the  1991  IMS  Merit 
Award.  The  John  F.  Sanford  award  was 
given  to  Roger  Tracy,  director  of  the  Office 
of  Community-Based  Programs  at  the  Uni- 
versity of  Iowa,  in  recognition  of  his 
achievements  in  the  area  of  physician  re- 
cruitment and  placement. 

April  20  Session 

Registered  for  the  April  20  session  of 
the  House  were  154  delegates  and  alternate 
delegates.  Minutes  of  the  April  22,  1990 
House  of  Delegates  were  approved  as  sum- 
marized in  the  July,  1990  issue  of  iowa  medi- 
cine. 

Reports  contained  in  the  1991  House  of 
Delegates  handbook  were  approved  with  the 
exception  of  8 supplemental  reports  from 
IMS  committees  and  task  forces  which  were 
referred  to  appropriate  reference  commit- 
tees. 


John  Ring,  M.D.,  president-elect  of  the 
American  Medical  Association,  addressed 
the  House  of  Delegates.  William  Eversmann, 
M.D.,  chairman  of  the  IMS  Board  of  Trust- 
ees, presented  checks  totaling  over  $18,000 
to  John  Eckstein,  dean  of  the  University  of 
Iowa  College  of  Medicine.  The  funds  were 
provided  by  the  AMA  Educational  and  Re- 
search Foundation,  with  most  of  the  funds 
raised  through  the  efforts  of  the  IMS  auxil- 
iary. Over  half  the  money  is  designated  for 
medical  student  assistance;  the  remainder 
can  be  used  at  the  discretion  of  the  Board. 

Robert  Whinery,  M.D.,  outgoing  IMS 
president,  addressed  the  House.  His  re- 
marks appear  elsewhere  in  this  issue. 

Thirty-four  resolutions  were  submitted 
to  the  House  and  referred  to  reference  com- 
mittees. Actions  taken  on  the  resolutions  are 
reported  subsequently. 

Supplemental  Reports 

Informational  reports  from  the  Board  of 
Trustees,  the  Necrology  Committee,  the 
Nominating  Committee,  the  Committee  on 
Legislation,  Iowa  Medical  Political  Action 
Committee,  Iowa  Medical  Foundation,  IMS 
Services,  Iowa  Physicians  Mutual  Insurance 
Trust,  Blue  Shield,  Iowa  Foundation  for 
Medical  Care  and  the  Society's  delegation  to 
the  AMA  were  presented  and  referred  to  the 
reference  committees. 

Life  Members 

The  following  physicians  were  elected  to 
life  membership  in  the  Iowa  Medical  Society: 

(Continued  next  page) 
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Russell  Blanchard,  M.D.,  John  Blum- 
gren,  M.D.,  Thomas  Board,  M.D.,  Russell 
Gerard  II,  M.D.  and  Carl  Hanson,  M.D., 
Waterloo;  Josef  Martin,  M.D.,  Carroll; 
Franklin  Kapke,  M.D.,  Mason  City. 

Emmett  Ayers,  M.D.,  Charles  City;  Al- 
bert McKee,  M.D.,  Paul  Seebohm,  M.D. 
and  Arthur  Wise,  M.D.,  Iowa  City;  William 
Catalona,  M.D.,  Muscatine;  Frederick 
Sperry,  M.D.,  Clarinda. 

John  Rhodes,  Sr.,  M.D.,  Pocahontas; 
John  Hess,  Jr.,  M.D.,  Noble  Irving,  M.D., 
Harold  Klocksiem,  M.D.,  Robert  Reed, 

M.D.  and  Robert  Stickler,  M.D.,  Des 
Moines. 

Edward  Anderson,  M.D.,  Davenport; 
Robert  Kuhl,  M.D.,  Creston;  Paul  Stitt, 
M.D.,  Fort  Dodge;  Robert  Ashmore,  D.O., 
Frederick  Stark,  M.D.  and  Omar  Stauch, 
M.D.,  Sioux  City. 

Emeritus  membership  in  the  Iowa  Medi- 
cal Society  was  accorded  to  49  physicians. 

The  speaker  presented  information  on 
the  reference  committee  hearings,  election 
procedures  and  the  concluding  session  of 
the  House. 

April  21  Session 

Registered  for  the  April  21  session  of 
the  House  were  142  delegates  and  alternate 
delegates.  Minutes  of  the  April  20  session 
were  read  and  approved. 

Hermina  Habak,  immediate  past  presi- 
dent of  the  IMS  Auxiliary,  spoke  to  the  dele- 
gates about  Auxiliary  projects  during  her 
term. 


One  hundred  and  fifty-four  physician  delegates  and  alter- 
nate delegates  from  across  Iowa  registered  for  the  Satur- 
day, April  20  session  of  the  House  of  Delegates. 


Several  of  the  1991  IMS  life  members  attended  Saturday's 
banquet  and  received  their  life  member  plaques:  (front 
row,  from  left)  Albert  McKee,  M.D.,  Iowa  City;  Harold 
Klocksiem,  M.D.,  Des  Moines;  and  John  Hess,  Jr.,  M.D., 
also  of  Des  Moines;  (back  row,  from  left)  Robert  Kuhl, 
M.D.,  Creston;  Robert  Stickler,  M.D.,  Des  Moines;  and 
John  Rhodes,  Sr.,  M.D.,  Pocahontas.  (The  complete  list  of 
1991  life  members  appears  at  left). 

The  following  physicians  were  elected 
or  reelected  to  the  positions  noted: 

President-Elect:  William  Eversmann,  Jr., 
M.D.,  Cedar  Rapids. 

Vice-President:  William  McMillan, 

M.D.,  Ottumwa. 

Speaker  of  the  House:  Donald  Kahle, 
M.D.,  Dubuque. 

Vice  Speaker  of  the  House:  Tom 

Throckmorton,  M.D.,  Spencer. 

Trustee:  Joseph  Hall,  M.D.,  Des 
Moines. 

AMA  Delegates:  John  Anderson,  M.D., 
Boone  and  Dennis  Walter,  M.D.,  Des 
Moines. 

AMA  Alternate  Delegates:  William  Ro- 
senfeld,  M.D.,  Mason  City. 

Six  District  Councilors  were  also  chosen: 
District  3 — Eugene  Kerns,  M.D.,  Daven- 
port; District  6 — Steven  Erickson,  M.D., 
Cedar  Falls;  District  10  — James  Black, 

M.D.,  Marshalltown;  District  11  — Leo 
Milleman,  M.D.,  Ames;  District  13  — John 
Fernandez,  M.D.,  Council  Bluffs;  District  16 
— Kathryn  Opheim,  M.D.,  Sioux  City. 

The  speaker  complimented  the  reference 
committees.  Following  adjournment  of  the 
House  of  Delegates,  R.  Bruce  Trimble,  M.D., 
was  installed  as  president  of  the  IMS  for  the 
coming  year.  His  inaugural  comments  ap- 
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pear  elsewhere  in  this  issue.  Organizational 
meetings  of  the  Board  of  Trustees  and  the 
Judicial  Council  occurred  following  Dr.  Trim- 
ble's installation. 

House  Actions 

The  IMS  will  take  the  following  actions 
based  on  House  consideration  of  reports  of 
the  Reference  Committees  on  Legislation, 
Medical  Service  and  Reports  of  Officers/Mis- 
cellaneous Business. 

Peer  Review  Organization 

□ The  IMS  will  withdraw  its  representa- 
tion on  the  Iowa  Foundation  for  Medical 
Care  (IFMC)  Provider  Advisory  Committee 
and  establish  an  IMS  Peer  Review  Organiza- 
tion (PRO)  Study  Committee.  This  commit- 
tee will  provide  an  annual  report  to  the  IMS 
House  of  Delegates. 

□ The  IMS  will  meet  with  specialty  soci- 
ety leadership  to  develop  and  adopt  a re- 
viewer recruitment  plan  to  help  alleviate  the 
specialty  reviewer  shortage. 

□ The  IMS  will  continue  educating  its 
members  as  the  PRO  program  changes;  the 
IMS  Board  of  Trustees  will  consider  the  best 
methods  for  this  education. 

□ The  IMS  will  continue  to  provide 
PRO  process  assistance  for  IMS  members; 
the  IMS  supports  formation  of  a physician 
service  center  by  the  IFMC. 

□ IMS  Services  will  continue  analyzing 
the  feasibility  of  a legal  assistance  program 
for  IMS  members  and  report  back  to  the  IMS 
Board  of  Trustees. 

□ The  IMS  believes  that,  whenever  pos- 
sible, review  of  a physician  should  be  done 
by  a physician  in  the  same  specialty. 

Public  Health 

□ The  IMS  strongly  encourages  the 
state  to  provide  immunization  vaccines  to 
physician  offices  at  no  cost;  physicians  are 
encouraged  to  administer  these  vaccines  at 
no  cost  to  the  patient. 

□ The  IMS  adopts  AMA  policy  in  sup- 
port of  legislation  providing  that  persons  un- 
der 21  who  are  convicted  of  operating  a mo- 
tor vehicle  while  under  the  influence  of 
drugs  or  alcohol  have  their  driver's  license 
suspended  or  revoked. 

□ The  IMS  supports  creation  of  drunk 
driving  treatment  programs  for  persons  un- 
der age  21. 


Voting  for  1991-92  officers  took  place  before  Sunday's 
House  Session. 


□ The  IMS  supports  the  AMA's 
"Healthier  Youth  by  the  Year  2000"  project 
to  reduce  deaths  among  young  people  due 
to  alcohol-related  motor  vehicle  crashes. 

□ The  IMS  will  continue  participating  in 
the  Tobacco-Free  Coalition  and  support  ef- 
forts of  the  coalition  and  other  groups  to 
help  reduce  tobacco  use  by  all  people,  par- 
ticularly Iowa  youth. 

□ The  IMS  Committee  on  Alcohol  and 
Drug  Use  and  the  Committee  on  Sports 
Medicine  will  continue  efforts  to  prevent 
use/abuse  of  alcohol  and  drugs. 

□ The  IMS  will  work  to  reduce  barriers 
to  HIV  testing  and  encourage  use  of  univer- 
sal precautions. 

Third  Party  Payors 

□ The  IMS  reaffirms  its  policy  of  pro- 
tecting the  physician/patient  relationship  and 
protecting  the  quality  of  care  from  undue  in- 
fluence by  third  party  payors  and  utilization 
review  organizations. 

□ The  IMS  supports  AMA  anti-hassle 
legislation  to  dismantle  the  bureaucracy  of 
government  sponsored  insurance  programs. 

□ The  IMS  supports  the  following  AMA 
policies:  1)  continue  to  monitor  HCFA's  pilot 
project  on  review  of  physicians'  office  care; 

2)  continue  to  seek  amendments  to  the  PRO 
law  prohibiting  expansion  of  review  into 
physicians'  offices;  3)  insist,  should  enact- 
ment not  be  obtained,  any  office  review  be 

(Continued  next  page) 
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These  past  IMS  presidents  enjoyed  coffee  and  conversation 
before  Sunday's  House  of  Delegates  session:  (at  left)  Daniel 
Youngblade,  M.D.  of  Sioux  City  with  Dennis  Walter,  M.D., 
Des  Moines.  Dr.  Walter  was  this  year's  IMS  Merit  Award 
winner. 

nondisruptive  and  based  on  review  by 
peers,  be  logical  and  based  on  medically 
sound  measures  of  process  and  medical  out- 
comes; 4)  insist  physicians  be  compensated 
for  administrative  cost  required  to  complete 
such  review. 

□ The  IMS  and  its  AMA  delegates  will 
work  to  ensure  third  party  payor  review  cri- 
teria is  based  on  medical  judgments  devel- 
oped by  practicing  physicians. 

□ The  IMS  reaffirms  that  third  party 
payors  should  release  medical  review  criteria 
to  physicians. 

□ The  IMS  encourages  member  physi- 
cians to  consider  the  ethical  implications  of 
signing  agreements  with  third  party  payors. 

□ The  IMS  supports  the  position  that 
federal  and  state  health  care  dollars  go  to- 
ward patient  care  and  not  unreasonable  ad- 
ministrative costs. 

□ The  IMS  will  1)  continue  to  work  with 
the  state  insurance  division  to  develop  rules 
to  alleviate  problems  of  utilization  review, 
specifically  rules  that  will  require  release  of 
medical  review  criteria  and  2)  continue  to 
monitor  the  utilization  review  situation. 

Tort  Reform 

□ The  IMS  will  support  legislative  ef- 
forts for  tort  reform  to  make  obstetrical  serv- 
ices available  to  all  women  in  communities 
near  their  homes. 

□ The  IMS  will  seek  immunity  from 
malpractice  liability  for  physicians  who  pro- 


vide medical  service  on  a voluntary  basis 
without  economic  compensation. 

Mb  The  IMS  and  its  delegates  to  the 
American  Medical  Association  will  continue 
working  for  legislation  which  results  in  tort 
reform. 

Physician  Supply 

□ The  IMS  supports  meaningful  legisla- 
tive initiatives  to  obtain  funding  from  state 
grants  and  low  interest  loans  for  communi- 
ties wanting  to  attract  and  establish  new 
physicians  in  the  private  practice  of  medi- 
cine in  Iowa. 

□ The  IMS  urges  the  Committee  on  De- 
livery of  Health  Services  and  the  University 
of  Iowa  College  of  Medicine  to  continue  ex- 
ploring strategies  to  help  recruit  and  retain 
primary  care  physicians  in  Iowa,  including 
the  possibility  of  developing  primary  care 
networks  similar  to  the  family  practice  resi- 
dency program. 

□ The  IMS  commends  the  Committee 
on  Delivery  of  Health  Services  and  the  Uni- 
versity of  Iowa  College  of  Medicine  for  their 
efforts  in  addressing  manpower  issues  in 
Iowa. 

IMS  Business 

□ The  IMS  will  continue  its  current  for- 
mat for  the  annual  meeting. 

□ The  IMS  accepts  a Board  of  Trustees 
recommendation  that  IMS  dues  for  1992  re- 
main at  $350  per  member. 

□ The  IMS  Judicial  Council  will  investi- 
gate the  viability  of  a reciprocity  member- 
ship agreement  between  the  IMS  and  the 
Iowa  Osteopathic  Medical  Association  and 
report  to  the  1992  House  of  Delegates. 

□ The  IMS  will  survey  House  of  Dele- 
gates members  to  determine  the  level  of 
support  for  alternating  sites  for  the  House  of 
Delegates  meeting. 

□ The  IMS  adopts  a policy  whereby  all 
Society  publications  and  communications 
avoid  the  use  of  terms  “provider"  when  re- 
ferring to  physicians  and  "consumer"  when 
referring  to  patients. 

Care  of  the  Elderly 

□ The  IMS  and  its  delegates  to  the 
AMA  will  work  on  legislative  and  regulatory 
efforts  to  modify  the  laws  that  have  resulted 
in  the  current  regulatory  burden  on  nursing 
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home  practice  and  remove  unnecessary  fed- 
eral and  state  involvement  in  patient  care  in 
these  institutions. 

O Appropriate  IMS  committees  will  1) 
review  the  standards  and  operations  of  well 
elderly  clinics,  including  the  reporting  re- 
quirements; 2)  investigate  methods  for  well 
elderly  clinics  which  may  be  more  cost  effec- 
tive; 3)  request  from  the  State  Department  of 
Health  data  which  would  document  the  ef- 
fectiveness of  well  elderly  clinics;  4)  report  to 
the  IMS  Executive  Council,  with  all  decisions 
adopted  being  subsequently  reported  to  the 
House  of  Delegates. 

Forensic  Medicine 

□ The  IMS  will  work  with  the  State 
Board  of  Medical  Examiners  to  simplify  the 
state's  death  certificate  form. 

□ The  IMS  supports  sufficient  state 
funding  of  the  state's  medical  examiner  sys- 
tem, including  adequate  compensation  of 
the  state  medical  examiner  and  deputy  ex- 
aminers, a system  of  assistance  and  support 
for  county  medical  examiners  and  training 
for  county  medical  examiners. 

aMH  The  IMS  supports  accreditation  of  the 
Iowa's  state  medical  examiner  system  by  the 
National  Association  of  Medical  Examiners. 

Emergency  Services 

□ The  IMS  believes  the  goals  of  local 
and  state  emergency  medical  services  sys- 
tems should  be  to  ensure  that  quality  serv- 


Dr.  John  Rhodes,  Sr.,  Pocahontas,  and  his  wife,  Phyllis, 
enjoy  the  banquet. 


U.S.  Senator  Charles  Grassley  was  a guest  speaker  at  the 
annual  banquet. 


ices  at  an  appropriate  level  are  available  to 
all  Iowans.  Medical  control  of  this  system  is 
essential.  The  most  urgent  need  is  greater 
involvement  of  the  medical  community  in 
developing  solutions  to  emergency  medical 
care  issues. 

□ The  IMS  believes  the  state  should 
permit  local  franchising  of  emergency  medi- 
cal services  with  strong  medical  control  as- 
sured in  the  legislation. 

Miscellaneous 

□ The  IMS  adopts  AMA  policy  regard- 
ing the  Joint  Commission  on  Accreditation 
of  Hospitals  relating  to  review  standards  and 
procedures. 

□ The  IMS  and  its  delegates  to  the 
AMA  will  oppose  any  attempts  to  create  a 
National  Health  Care  Plan  which  establishes 
any  single  program  responsible  for  health 
care  delivery  in  the  United  States. 

Referred 

□ The  following  resolutions  were  re- 
ferred to  various  IMS  committees  by  the 
House  of  Delegates:  1)  a resolution  request- 
ing legislation  or  administrative  rules  requir- 
ing autopsies  in  cases  of  death  of  any  child 
under  age  5;  2)  a resolution  calling  for  uni- 
versal screening  of  newborns  for  toxic,  ad- 
dictive drugs;  3)  a resolution  which  asks  the 
IMS  to  do  a retrospective  study  of  emer- 
gency and  hospital  admissions  involving 
chemical  dependency  or  intoxicated  patients. 
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Clockwise,  from  above  . . . The  Scientific  Session  Program 
Committee  poses  at  Friday's  luncheon  — (front  row,  from  left) 
Richard  Caplan,  M.D.;  Lila  Furman,  M.D.,  Leo  Plummer,  M.D. 
(chairman);  (back  row,  from  left)  Robert  Whinery,  M.D.; 
luncheon  speaker  Max  Rauer  of  KCCI-television;  Daniel 
Youngblade,  M.D.  and  William  McMillan,  M.D.;  (The  Iowa 
City  Contingent)  Carol  Aschenbrener,  M.D.,  chairman,  IMS 
Board  of  Trustees,  with  Dr.  and  Mrs.  John  Eckstein;  R.  Bruce 
Trimble,  M.D.  poses  with  his  family  following  his  installation 
as  new  IMS  president  Sunday,  April  21;  Dr.  and  Mrs.  Paul 
Seebohm  at  Saturday  evening's  President's  Reception;  James 
Stiles,  M.D.,  chairman  of  the  IMS  Committee  on  Substance 
Abuse,  waits  for  Saturday's  House  of  Delegates  session  to  begin. 


Clockwise,  from  left  . . . Scientific  Session  speaker  Val 
Sheffield,  M.D.,  Ph.D.  with  his  son  Isaac,  the  youngest  Scien- 
tific Session  attendee;  Dennis  Walter,  M.D.,  the  1991  IMS 
Merit  Award  winner,  with  R.  Bruce  Trimble,  M.D.,  incoming 
IMS  president;  from  left,  (The  Sioux  City  Contingent),  Robert 
Boldus,  M.D.,  Kathryn  Opheim,  M.D.  and  John  Redwine, 
D.O.);  the  Old  Gold  Singers  from  the  University  of  Iowa  pro- 
vided excellent  entertainment  at  Saturday  evening's  banquet; 
from  left,  (The  Cedar  Rapids  Contingent),  Albert  Coates,  M.D., 
Dan  Langfield  (Linn  County  Medical  Society  executive  direc- 
tor) and  William  Eversmann,  Jr.,  M.D.,  IMS  president-elect. 


Questions  and  Answers 


R.  Bruce  Trimble,  M.D. 


So  Far,  It's  All  Talk 


The  author , a member  of  the  Iowa 
Leadership  Consortium , discusses  the 
surplus  of  talk  and  lack  of  action  which 
so  far  typify  the  national  health  care 
reform  movement.  A Mason  City  in- 
ternist, Dr.  Trimble  is  president  of  the 
IMS. 


Despite  the  fact  many  groups  are  calling  for 
national  reform  of  our  health  care  system,  Con- 
gress has  yet  to  take  decisive  action.  Why? 

Congress  will  not  enact  legislation  — par- 
ticularly something  as  dramatic  and  poten- 
tially controversial  as  federally  mandated 
health  care  reform  — without  consensus.  As 
yet,  there  is  no  clear  consensus  on  whether  to 
reform  the  system,  let  alone  on  how  to  reform 
it.  Consequently,  Congress  faces  a myriad  of 
reform  proposals  but  is  unwilling  to  act. 

Is  a health  care  delivery  system  similar  to  Can- 
ada's still  being  considered?  Are  other  proposals 
gaining  popularity? 

Proposals  to  implement  a Canadian  type 
health  care  delivery  system  in  the  United  States 
are  still  under  consideration.  The  administra- 
tive cost  of  our  system  is  a major  reason  the 
Canadian  system  looks  attractive  to  some 
groups.  Some  analysts  estimate  that  admin- 
istrative costs  account  for  about  half  of  the  total 
difference  in  health  care  spending  between  the 
U.S.  and  Canada.  As  it  becomes  increasingly 
apparent  that  the  Canadian  system  rations  ac- 
cess to  specialty  and  "high  tech"  services,  this 
option  looks  less  attractive  to  many  early  sup- 
porters. 


Proposed  remedies  for  our  health  care  de- 
livery problems  are  numerous  and  diverse. 
One  proposal  gaining  popularity  is  an  "all- 
payor system."  This  system  would  maintain 
our  current  health  and  accident  insurance  in- 
dustry but  establish  a single  physician  and 
hospital  reimbursement  schedule  which  could 
be  used  by  all  payors. 

The  AMA  has  introduced  a reform  blueprint 
called  "Health  Access  America."  Is  the  AMA's 
proposal  similar  to  other  proposals  under  con- 
sideration? 

Health  Access  America  is  the  AMA's  pro- 
posal to  improve  our  health  care  system  while 
preserving  its  strengths.  The  AMA  agrees  our 
health  care  system  needs  improvement,  but 
such  improvement  needs  to  be  accomplished 
in  a manner  that  does  not  jeopardize  the  access 
to  quality  care  enjoyed  by  the  vast  majority  of 
Americans.  The  Pepper  Commission,  named 
for  the  late  U.S.  Representative  Claude  Pepper 
of  Florida,  has  issued  a set  of  proposals  which 
are  quite  similar  to  the  AMA's  plan.  The  Pep- 
per Commission  was  a broadly  represented 
group  of  U.S.  lawmakers  and  private  citizens 
cochaired  by  Senator  Jay  Rockefeller  of  West 
Virginia. 

Are  we  moving  toward  wholesale  reform  of  our 
health  care  system  on  a state  level? 

A couple  of  things  are  happening.  Rep- 
resentative Johnie  Hammond  of  Ames  has  in- 
troduced legislation  which  would  create  a Ca- 
nadian type  health  care  delivery  system  in 
Iowa.  Her  proposal  was  favorably  voted  upon 
by  the  House  Human  Resources  Committee. 
However,  the  bill  was  not  debated  by  the 
House,  mostly  due  to  budgetary  concerns. 
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The  legislature  did  pass  IMS-supported 
legislation  based  on  the  National  Association 
of  Insurance  Commissioners'  model  small 
group  rating  law.  This  law  gives  the  insurance 
commissioner  authority  to  approve  basic  ben- 
efit health  insurance  and  provides  for  pre- 
mium credits  and  tax  exemptions  to  encourage 
employers  to  provide  health  insurance. 

You  are  a member  of  the  Iowa  Leadership  Con- 
sortium. What  is  the  consortium's  purpose? 

The  stated  purpose  of  the  consortium  is 
to  develop  a reasonable  and  feasible  plan  to 
reduce  the  rate  of  increase  in  health  care  ex- 
penditures in  Iowa  while  assuring  universal 
access  to  quality  care.  It  is  the  consensus  of 
the  group  that  the  achievement  of  universal 
access  is  not  feasible  unless  costs  are  con- 
tained. The  group  believes  problems  in  cost, 
quality  and  access  are  linked  and  must  be  ad- 
dressed concurrently.  Restructuring  of  the 
system  and  changes  in  financing  and  delivery 
are  seen  as  necessary  to  promote  more  effec- 
tive management  of  care. 


In  a recent  controversial  editorial,  JAMA  editor- 
in-chief  George  Lundberg,  M.D.  called  for  re- 
form of  our  health  care  system  because  it  has 
"turned  its  back  on  the  poor."  What  is  your 
reaction  to  this  statement? 

The  problems  of  cost  and  access  are  ob- 
viously interrelated.  I believe,  however,  that 
Dr.  Lundberg  is  right  in  emphasizing  lack  of 
access  as  the  most  important  reason  for  reform 
of  the  health  care  system.  Exclusion  from  timely 
access  to  basic  health  care  because  of  income 
is  not  compatible  with  basic  American  ideas 
of  fair  play  and  decency. 


LETTERS  TO  THE  EDITOR 

If  you  have  a comment  regarding  some- 
thing you've  read  in  iowa  medicine  or  an 
observation  on  conditions  affecting  the 
practice  of  medicine  in  Iowa,  don't  keep  it 
to  yourself.  Share  your  thoughts  in  a letter 
to  the  editor.  We'd  like  to  hear  from  you. 


HAWKEYE 
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SUPPLY ; INC. 

A MESSAGE  FROM  THE  PRESIDENT 

The  1990s  are  going  to  be  both  exciting  and  challenging  for  everyone  in  the  healthcare 
field.  Cost  containment,  new  government  regulations,  and  rapidly  changing  technologies 
are  but  a few  of  these  challenges.  At  Hawkeye  Medical  Supply,  Inc.,  we  are  committed 
to  helping  you  find  the  opportunities  in  these  challenges.  Opportunities  that  mean  better 
patient  care  and  increased  profits  for  your  medical  practice. 

Ted  Pacha 
President  and  CEO 
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For  your  insulin-mixing 
or  NPH-using  patients 


Humulin  ^/30 
makes  life  easier 


Rapid  onset  and  sustained 
duration  insulin  activity 
in  a single  vial 


■ May  offer  enhanced 
control  through  a 
more  physiologic 
activity  profile 

■ Accurate  dosing — 
eliminates  mixing 
errors 

■ Convenient 
premixed  dose  for 
better  compliance 

■ Easy  to  use — 
for  patients  who 
find  mixing  difficult 


Specify 

Humulin 

70%  human  insulin 
isophane  suspension 
30%  human  insulin  injection 
(recombinant  DNA  origin) 


Humulin  has 
just  the  right  mix 


Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

Changes  in  refinement,  purity,  strength,  brand 
(manufacturer),  type  (regular,  NPH,  Lente®,  etc),  species 
(beef,  pork,  beef-pork,  human),  and/or  method  of 
manufacture  (recombinant  DNA  versus  animal-source 
insulin)  may  result  in  the  need  for  a change  in  dosage. 


Leadership  In  Diabetes  Care 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


©1991,  ELI  LILLY  AND  COMPANY 
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Trousseau's  Syndrome 


JEFF  MOODY,  B.S. 
BROOK  SCOTT,  M.D. 
Iowa  City,  Iowa 


The  authors  discuss  a widely  unrecog- 
nized and  untreated  complication  of 
cancer. 


The  disease  process  of  patients  with  met- 
astatic cancer  presents  many  pathophy- 
siologic complications.  Advanced  malignancy 
may  alter  hemostasis  and  many  patients  with 
neoplasia  manifest  a "hypercoagulable  state.” 
The  clinical  consequences  of  this  cancer-as- 
sociated coagulopathy  may  range  from  various 
asymptomatic  thromboembolic  events  to  acute 
and  chronic  disseminated  intravascular  coag- 
ulation (DIC).  Cancer  patients  who  exhibit 
clinical  evidence  of  thrombosis,  consumptive 
coagulopthy  or  other  alteration  of  hemostasis 
have  been  described  as  having  Trousseau's 
syndrome.  The  following  case  report  illus- 
trates typical  historical,  clinical  and  laboratory 
findings  in  patients  with  Trousseau's  syn- 
drome. The  need  for  prompt  diagnosis  and 
therapeutic  intervention  is  also  demonstrated. 


The  authors  are  associated  with  the  Department  of  Medicine,  Uni- 
versity of  Iowa,  and  the  VA  Medical  Center  in  Iowa  City. 


Report  of  a Case 

A 62-year-old  male  experienced  painful  le- 
sions on  the  toes  and  sole  of  his  left  foot.  The 
lesions  were  described  as  ischemic,  hemor- 
rhagic ecchymosis.  Routine  laboratory  studies 
and  noninvasive  vascular  studies  were  nor- 
mal. The  lesions  were  felt  to  be  embolic  and 
the  patient  was  treated  with  conservative 
measures.  Seven  days  later  he  was  referred  to 
the  VA  Medical  Center  after  the  sudden  ap- 
pearance of  a painful  mass  in  the  medial  aspect 
of  his  left  thigh.  The  patient's  past  medical 
history  was  significant  for  metastatic  adeno- 
carcinoma of  the  pancreas,  diagnosed  at  lap- 
arotomy 3 months  previously. 

The  left  thigh  was  erythematous  and  a 
tender,  palpable  cord  approximately  20  cm  in 
length  was  noted  in  the  medial  aspect  of  the 
thigh.  Pulses  were  normal  and  there  was  no 
evidence  of  trauma,  infection  or  deep  venous 
thrombosis.  Multiple  petechiae  and  ecchy- 
moses  were  present  on  the  sole  and  the  toes 
of  the  left  foot,  but  according  to  the  patient 
these  lesions  were  regressing  in  number  and 
size. 

The  blood  count,  platelet  count,  prothrom- 
bin time  and  partial  thromboplastin  time  were 
normal.  Serum  chemistries  revealed  a mildly 
elevated  alkaline  phosphatase  of  274  IU/I  (nor- 
mal 30-115  IU/I).  Blood  cultures  were  negative. 
Chest  x-ray  and  an  echocardiogram  were  nor- 
mal. Duplex  Doppler  study  revealed  patent 
common  femoral,  superficial  femoral  and  pop- 
liteal arteries.  There  was  no  evidence  of  deep 
venous  obstruction  but  the  left  great  saphenous 
vein  appeared  to  be  thrombosed.  This  patient 
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had  evidence  of  a recent  embolic  event  involv- 
ing the  left  foot  and  subsequently  presented 
with  acute  superficial  thrombophlebitis. 

These  findings  in  a patient  with  metastatic 
cancer  of  the  pancreas  are  consistent  with  the 
clinical  diagnosis  of  Trousseau's  syndrome. 
Intravenous  heparin  was  instituted  with  grad- 
ual resolution  of  his  symptoms.  After  5 days 
of  intravenous  therapy  the  patient  received 
10,000  units  subcutaneously  every  12  hours. 
He  continued  to  improve  and  was  discharged 
on  long-term  subcutaneous  heparin. 

Discussion 

In  1865  the  French  physician  Armand 
Trousseau  described  the  increased  incidence 
of  venous  thrombosis  in  patients  with  gastric 
carcinoma.1  He  noted  that  these  patients  fre- 
quently experienced  migratory  and  recurrent 
thrombophlebitis.  Today  this  syndrome  is 
more  loosely  applied  to  include  most  forms  of 
cancer-associated  coagulopathy.  The  clinical 
manifestations  of  the  coagulation  abnormality 
may  take  various  forms,  ranging  from  super- 
ficial thrombophlebitis  to  arterial  embolization 
and  hemorrhagic  diathesis  including  acute  and 
chronic  DIC.2 

Clinical 

Trousseau's  syndrome  was  originally  de- 
scribed in  patients  with  gastrointestinal  malig- 
nancies, however  evidence  of  the  cancer- 
associated  coagulopathy  has  been  reported  in 
patients  with  malignancy  of  almost  all  organ 
systems.  The  incidence  of  thrombosis  in  pa- 
tients with  cancer  is  about  10  to  15%;  the  in- 
cidence in  patients  with  pancreatic  adeno- 
carcinoma may  be  as  high  as  50%. 3 

The  pathogenesis  of  the  hypercoagulable 
state  associated  with  malignancy  remains  un- 
defined. Although  various  coagulation  factors 
have  been  reported  to  be  elevated  in  cancer, 
the  role  of  these  plasma  proteins  in  producing 
thrombosis  is  unknown. 

Diagnosis  and  Treatment 

The  diagnosis  of  Trousseau's  syndrome  is 
based  primarily  on  the  history  and  the  acute 
presentation  of  a thromboembolic  event.  The 
lack  of  a specific  assay  or  a consistent  abnor- 
mality in  the  laboratory  assessment  of  hemo- 
stasis may  obscure  the  diagnosis  of  an  under- 
lying coagulopathy.  These  problems  may 
complicate  evaluation  of  the  patient  with 


Trousseau's  syndrome  and  reaffirm  the  need 
for  a high  degree  of  suspicion. 

Occasionally  thrombophlebitis  may  be  the 
initial  complaint  in  an  apparently  healthy  patient 
with  an  occult  neoplasm.  This  has  prompted 
some  authorities  to  suggest  a detailed  evaluation 
of  patients  with  unexplained  thrombosis,  espe- 
cially if  there  are  recurrent  episodes.3  4 

Therapy  directed  at  the  underlying  neo- 
plasm usually  is  successful  in  controlling  the 
associated  coagulopathy.  In  many  patients 
curative  therapy  may  not  be  possible.  Radia- 
tion, surgery  or  chemotherapeutic  agents  used 
in  an  attempt  to  decrease  the  tumor  mass  may 
help  prevent  recurrent  thromboembolic  epi- 
sodes. The  practical  palliative  measure  avail- 
able for  most  patients  with  Trousseau's  syn- 
drome is  anticoagulation  with  heparin.  Several 
reports  have  shown  approximately  65%  of  pa- 
tients will  respond  to  heparin;  however  once 
heparin  is  withdrawn  over  half  of  the  patients 
have  recurrence.2' 3 

Heparin  is  administered  intravenously  in 
the  acute  setting;  patients  then  receive  long- 
term subcutaneous  heparin.  The  amount  of 
heparin  required  for  resolution  of  the  acute 
thromboembolic  event  and  prevention  of  re- 
currence varies,  but  most  patients  can  be  con- 
trolled with  10,000  to  40,000  units  daily.  For 
reasons  not  completely  understood,  therapy 
with  oral  warfarin  is  generally  ineffective  in 
patients  with  this  disorder. 

Summary 

Trousseau's  syndrome  remains  a widely 
unrecognized  and  untreated  complication  of 
cancer.  The  clinical  spectrum  of  the  coagulop- 
athy extends  from  uncomplicated  superficial 
thrombophlebitis  to  life  threatening  DIC.  Due 
to  the  absence  of  specific  biochemical  markers 
associated  with  the  hypercoagulable  state,  this 
diagnosis  is  often  overlooked.  Initial  intrave- 
nous heparin  followed  by  the  chronic  admin- 
istration of  subcutaneous  heparin  will  usually 
prevent  thromboembolic  recurrence. 
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The  Editor  Comments 


Marion  E.  Alberts,  M.D. 


Society  Deserves  Better 


To  the  vast  majority  of  mankind  nothing  is  more 
agreeable  than  to  escape  the  need  for  mental  exer- 
tion ...  to  most  people  nothing  is  more  trouble- 
some than  the  effort  of  thinking. 

— James  Bryce,  Studies  in  History 
and  Jurisprudence:  Obedience. 

(English  statesman  and  writer,  1838-1922) 

There  has  been  a decline  in  mental  exer- 
tion during  the  past  few  decades  among 
our  people.  In  many  circles,  life  centers 
around  self-gratification  and  interest  in 
mindless  activities.  As  I browse  through  vol- 
umes of  great  quotations  of  the  past  it  is  evi- 
dent there  has  been  concern  for  many  years 
about  the  sentiments  expressed  by  Bryce.  It 
is  also  evident  thinkers  of  old  were  con- 
cerned about  mental  slovenliness  and  the 
habits  of  man;  yet  the  question  still  exists. 

Do  human  beings  in  general  fritter  away 
their  existence  seeking  pleasure  rather  than 
improving  their  minds? 

All  segments  of  society  are  guilty  of 
mental  laziness.  The  attitude  seems  to  be 
getting  the  most  for  the  least.  Instant  gratifi- 
cation becomes  the  theme  of  daily  living.  A 
case  in  point  is  our  legislative  process.  Each 
year,  be  it  in  state  government  or  in  the 
Congress,  many  major  concerns  are  subject 
to  procrastination  until  the  final  hours  of  the 
session.  I am  sure  there  are  serious  discus- 
sions at  committee  levels,  but  it  is  all  too  ev- 
ident that  major  bills  are  delayed  until  the 
last  hours  before  adjournment.  Too  often 
they  become  make-shift  compromises  leav- 
ing a note  of  dissatisfaction  in  the  minds  of 
the  lawmakers;  certainly  in  the  minds  of 
those  who  elected  their  "representatives." 
Our  Congress  has  an  amazing  track  record 
of  passing  stop-gap  bills  to  make  funds 


available  to  meet  salaries  of  government  em- 
ployees. Procrastination  supercedes  serious 
mental  exertion  and  management  planning. 

The  June  1991  issue  of  Reader's  Digest 
has  an  interesting  article  entitled  "How  to 
Teach  Your  Child  to  Think."  The  authors 
show,  through  examples  and  various  stud- 
ies, that  sharp  reasoning  does  not  come  au- 
tomatically with  intelligence.  The  children  of 
today,  in  most  instances,  are  full  of  data  but 
lack  the  ability  to  use  the  information  to  ad- 
dress new  situations  and  questions.  In  other 
words,  American  children  cannot  apply  rea- 
sonable thought  to  everyday  situations. 

Much  of  this  inability  to  think  began  in  the 
1960s  and  1970s  when  children  were  urged 
to  "do  their  own  thing."  The  rigor  and  disci- 
pline was  lax,  leading  to  reluctance  to  be- 
come involved  in  the  hard  work  of  thinking. 
The  children  became  passive,  their  minds  re- 
ceiving little  stimulation. 

Those  children  of  the  '60s  and  '70s  are 
now  20-30  years  of  age.  It  is  little  wonder 
there  is  an  unsettled  attitude  among  some  of 
our  policy  makers.  The  parents  of  today 
must  reverse  this  attitude  for  their  children. 
They  must  develop  an  atmosphere  of 
"thinking"  in  the  home;  likewise,  such  an 
attitude  must  prevail  in  the  schools  — from 
the  elementary  grades  through  college. 

Intellectual  development  requires  a store 
of  information  in  concert  with  thinking.  We 
need  good  thinkers  in  all  walks  of  life. 
Professionals  in  medicine,  law,  education 
and  politics  must  be  leaders  in  this  effort. 
Should  we  fail,  another  generation  of 
passive,  ineffective  individuals  incapable  of 
serious  critical  thought  will  have  society  at 
their  mercy.  Society  deserves  more  than 
that.  — M.E.A. 
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“Nearly  1,800 
physicians 
in  Iowa  have 
a history 
with  us.” 

Your  peers  in  the  medical 
community  depend  on  the 
expertise  of  my  staff  and 
our  knowledge  of  their 
business. 

Why?  Because  they  receive 
stable,  high  limits  coverage 
backed  by  a company  with 
more  than  $11  billion  in 
assets  and  40  years  of 
experience  in  Iowa. 

Expert  service  is  provided 
by  local  claim,  underwriting 
and  legal  personnel  who 
understand  the  Iowa 
Medical  liability 
environment. 

You  can  depend  on  us  too. 
Call  your  independent  agent 
representing  The  St.  Paul. 

Or  call  me,  Frank  Westpfahl, 
Vice  President  and  General 
Manager  of  The  St.  Paul’s 
Des  Moines  Service  Center 
at  (515)  223-1057  or 
1-800-362-2480. 
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Biomedical  Ethics 


Advance  Directives  for 
Medical  Care 


INCREASED  EMPHASIS  IS  BEING  PLACED  On  the 
role  of  advance  directives  (or  "living  wills") 
in  medicine.  With  the  publicity  given  the  Nancy 
Cruzan  case,  millions  of  persons  throughout 
the  country  have  become  concerned  about  the 
possibility  of  ending  up  as  "prisoners  of  med- 
ical technology."  With  passage  of  the  Patient 
Self-Determination  Act  by  Congress,  all  hos- 
pitals, nursing  homes  and  other  health  care 
facilities  receiving  Medicare  or  Medicaid  funds 
will  be  required,  as  of  December  1,  1991,  to 
inform  adult  patients  of  their  rights  under  state 
law  to  have  advance  directives  and  to  docu- 
ment in  the  patient's  chart  if  a patient  has  an 
advance  directive. 

Two  distinctions  are  helpful  when  dis- 
cussing advance  directives.  The  first  has  to  do 
with  the  fundamental  purpose  of  a particular 
advance  directive:  1)  Is  it  intended  to  give  di- 
rectives from  the  patient  about  treatment,  or 
2)  Is  it  intended  to  give  directives  from  the 
patient  about  a surrogate  if  and  when  the  pa- 
tient can  no  longer  consent  to  or  refuse  treat- 
ment personally? 

If  a patient's  advance  directive  focuses  on 
treatment  choices,  it  should  contain  informa- 
tion regarding  the  patient's  preferences  about 
a)  treatments  desired  in  the  event  of  critical  or 
terminal  illness  and  b)  treatments  not  desired 
under  those  circumstances.  Given  the  future 
orientation  and  hypothetical  nature  of  advance 
directives,  the  applicability  and  helpfulness  of 
such  documents  often  depends  on  the  "clinical 
fit":  the  closer  the  fit  between  the  wording  of 
the  patient's  document  and  the  clinical  reality 
later  on,  the  better  for  all  parties  concerned. 


This  column  is  written  by  Robert  Weir,  Ph.D.,  director  of  biomedical 
ethics  for  the  University  of  Iowa  College  of  Medicine. 


If  a patient's  advance  directive  focuses  on 
selection  of  a surrogate  decision  maker,  the 
document  should  a)  specify  who  that  person 
is  (by  name  or  by  role),  b)  indicate  the  person 
has  agreed  to  be  a surrogate  decision  maker 
for  medical  decisions  should  the  need  arise, 
and  c)  name  an  alternate  surrogate  in  the  event 
the  first  surrogate  is  unavailable  when  needed. 
In  most  instances,  the  surrogate  chosen  is  a 
relative.  In  some  instances,  a close  friend  may 
be  selected  because  that  person  knows  the  pa- 
tient and  the  patient's  value  system  better  than 
relatives  do.  The  best  advance  directives  are 
composite  documents  that  state  preferences 
about  treatment  choices  and  name  a surrogate. 

The  second  distinction  is  between  1)  stat- 
utory advance  directives  and  2)  nonstatutory 
advance  directives.  If  the  advance  directive  a 
patient  has  is  statutory  in  nature,  it  has  the 
explicit  backing  of  a state  law.  If  the  advance 
directive  is  nonstatutory,  it  is  intended  to  be 
morally  persuasive  (with  the  patient's  physi- 
cian and  surrogate  decision  maker)  but  is  not 
backed  by  any  state  statute.  However,  in  sev- 
eral court  cases  (outside  Iowa)  nonstatutory  ad- 
vance directives  have  been  admitted  as  impor- 
tant pieces  of  evidence  regarding  a patient's 
earlier  preferences  and  values. 

We  will  discuss  nonstatutory  advance  di- 
rectives more  in  a future  column.  For  the  mo- 
ment, it  is  important  to  indicate  patients  in  Iowa 
now  have  2 statutory  directives  they  may  use. 
The  first  is  based  on  the  1985  Life- 
Sustaining  Procedures  Act  and  applies  only  to 
patients  who  are  terminally  ill.  The  second  is 
based  on  the  new  Durable  Power  of  Attorney 
for  Health  Care  Decisions  law,  which  applies 
to  any  adult  patient  who  is  unable  to  make 
personal  decisions  about  medical  treatment. 
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Practice  and  Personal  Management 


Retirement  Planning 


This  may  be  the  year  your  practice  turns 
profitable.  Or,  it  may  be  the  year  that  you 
turn  40.  Whatever  the  milestone,  retirement 
planning  for  your  practice  is  probably  over- 
due. 

First  of  all,  a retirement  plan  can  cut  your 
tax  bill.  Second,  a good  plan  enables  you  to 
set  aside  money  tax-free  until  you  retire.  With 
the  right  plan,  you  can  attract  employees  and 
give  them  an  incentive  to  stay  with  you.  (This 
is  important  for  key  employees  whose  depar- 
tures might  interrupt  your  sleep  at  night.) 

As  a small  business  owner  or  self-em- 
ployed individual,  you  have  several  attractive 
options: 

SEP-IRA:  For  most  self-employed  indi- 
viduals, it  is  hard  to  beat  a Simplified  Em- 
ployee Pension  Plan,  known  as  a SEP-IRA.  It 
is  a plan  that  works  well  for  small  businesses 
because  it  is  inexpensive  to  set  up  and  hassle- 
free  to  administer.  You  can  set  it  up  and  fund 
it  when  you  file  your  taxes. 

As  an  employer,  you  can  contribute  up  to 
15%  of  salary  or  $30,000  to  employees'  ac- 
counts. You  can  decide  each  year  how  much 
— if  anything  — you  can  afford.  Employees 
who  manage  their  accounts  take  those  ac- 
counts with  them  if  they  leave  your  company. 

Some  features  of  the  SEP-IRA  may  be  dis- 
advantageous for  some  employers.  For  ex- 
ample, eligible  part-time  employees  must  be 
included. 

Some  SEP-IRAs  have  a salary  reduction 
feature.  An  employee  who  earns  $40,000  a year 
can  defer  up  to  $6,000  (15%)  to  a SEP-IRA  be- 
fore taxes,  reducing  taxable  income  to  $34,000. 
With  this  plan,  however,  employers  cannot 
match  contributions  and  at  least  50%  of  em- 


This  month's  column  was  written  by  Miles  Luchtenberg,  assistant 
vice-president  with  Piper,  Jaffray  and  Hopwood  in  Des  Moines. 


ployees  must  agree  to  participate.  If  only  highly 
compensated  employees  participate  in  the  sal- 
ary deferral  plan,  you  are  required  to  contrib- 
ute 3%  of  compensation  for  all  employees. 

Profit-Sharing  Plan:  Because  of  its  flexi- 
bility, this  may  be  the  most  commonly  used 
tool  for  professional  groups  setting  up  their 
first  retirement  plan.  Flexibility  is  particularly 
important  in  a young  business  with  a limited 
track  record  of  earnings.  As  an  employer  you 
can  decide  each  year  what  percentage  of  em- 
ployee compensation  — if  any  — you  will  dis- 
tribute as  profit-sharing.  Employee  accounts 
can  be  vested  to  give  the  greater  rewards  to 
long-time  employees.  Employers  also  have 
flexibility  when  investing  profit-sharing  funds. 
You  can  take  the  fiduciary  responsibility  with 
a pooled  account  or  you  can  give  employees 
responsibility  for  their  own  accounts.  Contri- 
bution limits  are  the  same  as  for  the  SEP-IRA. 
One  disadvantage  is  an  extra  IRS  form  to 
file. 

Money  Purchase  Pension  Plan:  Pension 
plans  allow  an  employer  to  contribute  up  to 
25%  of  employee  compensation  but  the  ceiling 
is  $30,000  each  year.  The  main  disadvantage 
is  that  the  employer  must  make  the  annual 
contribution  whether  or  not  the  company 
makes  a profit. 

Once  your  practice  is  stable,  you  may 
combine  a pension  plan  with  a profit-sharing 
plan.  The  advantage  is  that  15%  of  the  plan 
can  be  a flexible  profit-sharing  contribution, 
reducing  the  annual  mandatory  contribution 
to  10%.  The  disadvantage  is  extra  bookkeep- 
ing. 

These  are  some  of  the  practical  retirement 
plan  options  for  the  self-employed  and  small 
business  owners.  An  investment  professional 
can  evaluate  your  individual  circumstances  and 
help  you  select  the  option  that  best  fits  you. 
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College  of  Medicine  Highlights 


A GIFT  FROM  THE  ROY  J.  CARVER  CHAR- 
ITABLE TRUST  of  Muscatine  is  supporting 
the  work  of  an  established  scientist  and  6 new 
clinician-scientists:  Carver  senior  scientist  Dr. 
Mario  Ascoli,  pharmacology;  Carver  clini- 
cian-scientists Dr.  Patricia  Donohoue,  pedi- 
atrics; Dr.  James  Flanagan,  internal  medicine; 
Dr.  Douglas  Jones,  pediatrics;  Dr.  Val  Shef- 
field, pediatrics;  Dr.  Gregory  Tennyson,  in- 
ternal medicine;  and  Carver  research  associate 
Dr.  Maria  Rojeski.  These  new  appointments 
were  made  possible  by  a $5  million  gift  through 
the  UI  Foundation  in  1988. 

COLLEGE  OF  MEDICINE  DEAN , DR.  JOHN 
ECKSTEIN,  serves  on  the  advisory  committee  to 
the  director  of  the  National  Institutes  of  Health  for 
the  next  3 years.  He  was  appointed  to  the  post  in 
1990  by  Louis  W.  Sullivan,  U.S.  Secretary  of  Health 
and  Human  Services. 

CHILD  CARE  WORKERS  ARE  AT  AN  IN- 
CREASED RISK  of  contracting  cytomegalo- 
virus (CMV)  infection  from  the  children  they 
care  for,  reported  Drs.  Jody  Murph,  pediatrics 
and  James  Bale,  Jr.,  pediatrics  and  neurology. 
Eight  percent  of  the  providers  were  infected 
with  CMV  each  year,  the  study  revealed.  In 
addition,  the  virus  was  more  common  among 
toddlers  under  age  2.  CMV  rarely  poses  a haz- 
ard for  healthy  children  and  adults,  but  is  po- 
tentially dangerous  to  unborn  children.  This 
is  a serious  issue  because  most  providers  are 
young  women  of  child-bearing  age  who  have 
not  been  exposed  to  CMV  previously. 

RESEARCHERS  HAVE  MADE  REMARKABLE 
PROGRESS  in  the  past  2 decades  in  understand- 
ing GnRH,  reports  Dr.  P.  Michael  Conn,  phar- 
macology, in  the  January  10  issue  of  the  New 
England  Journal  of  Medicine.  The  U.S.  Food  and 
Drug  Administration  has  approved  the  hormone  de- 
rived from  GnRH  for  the  treatment  of  prostate  can- 
cer, endometriosis  and  precocious  puberty,  as  well 
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as  the  use  of  natural  GnRH  to  induce  ovulation. 
Conn's  laboratory  is  one  of  few  in  the  world  devoted 
to  studying  the  molecular  action  of  GnRH.  The 
brain  hormone  selectively  stimulates  the  pituitary 
gland,  causing  it  to  release  hormones  that  regulate 
ovulation  in  women  and  sperm  production  in  men. 

RICHARD  REMINGTON,  PREVENTIVE 
MEDICINE  AND  ENVIRONMENTAL 
HEALTH,  has  been  appointed  chairman  of 
Governor  Branstad's  Healthy  Iowans  2000  Task 
Force.  The  group  will  review  the  "Healthy 
People  2000"  report  issued  last  fall  by  Louis 
Sullivan,  U.S.  Secretary  of  Health  and  Human 
Services,  and  set  priorities  for  meeting  those 
goals  in  Iowa.  The  report  listed  nearly  300 
measurable  objectives  for  improving  health 
care  under  3 broad  categories:  prolonging 
healthy  life  spans,  equality  in  health  status 
among  all  races  and  ethnic  groups  and  access 
to  preventive  health  services.  Other  College  of 
Medicine  personnel  appointed  to  the  task  force 
are  Jane  Gay,  preventive  medicine  and  en- 
vironmental health;  Dr.  Herman  Hein,  pedi- 
atrics; and  Gayle  Nelson,  family  practice. 
Remington  is  former  vice  president  for  aca- 
demic affairs  and  former  interim  president  of 
the  UI. 

THE  UI  CENTER  FOR  AGING,  directed  by  Dr. 
Donald  Heistad,  internal  medicine  and  phar- 
macology, received  a $1.4  million  grant  from  the 
National  Institutes  of  Health  for  interdisciplinary 
career  preparation  in  geriatrics  and  gerontology . 
The  center  involves  52  faculty  from  medicine,  nurs- 
ing, dentistry  and  liberal  arts. 

MATCH  DAY  FOR  SENIOR  MEDICAL  STU- 
DENTS saw  71%  get  their  first  choice  of  res- 
idency and  91%  get  among  their  first  3 choices. 
Dr.  Paul  Pomrehn,  associate  dean,  reported 
at  the  annual  event  in  the  Bowen  Science 
Building  March  20.  Thirty-eight  students  will 
take  first-year,  post-graduate  training  in  Iowa, 
16  in  Iowa  community  hospitals  and  22  at  UI 
Hospitals  and  Clinics. 
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PBBOBCmaQ 


THE  WRONG  LEGISLATION  COULD 
BE  A BITTER  PILL  TO  SWALLOW 

SYMPTOMS:  Acute  distortion  by  the  medical  liability  system.  Persistent  lobbying  by  trial 
lawyers  for  legislation  to  destroy  the  liability  reforms  passed  in  Iowa.  Chronic  fingerpointing  by 
some  elected  officials  and  special  interest  groups  trying  A to  make  doctors 


scapegoats  for  increasing  healthcare  costs.  DIAGNOSIS:  A malignant 
health  care  system  caused  by  toxic  legislation.  IS  THERE  A DOCTOR  IN 
THE  SENATE?  PROGNOSIS:  If  the  medical  profession  and  other  concerned 
lant,  our  fine  medical  system  - the  best  in  the  world  - will  be  in  danger  of  being 
“cures”.  TREATMENT:  A strong  dose  of  support  for  your  voluntary  team  of 
tives  and  professional  lobbyists,  through  your  membership  in  the  Iowa  Medical 
tee  (IMPAC)  and  the  American  Medical  Political  Action  Committee  (AMPAC).  PRE- 
through  IMPAC  and  AMPAC  from  PERSONAL  CONTRIBUTIONS  go  directly,  100%,  to  help  legislators  and  candidates 
for  office  who  support  us  on  key  medical  issues.  Mail  your  PERSONAL  check  today  using  the  coupon  below  to 
ensure  a healthy  future  for  legislation  that  affects  your  patients,  your  profession  and  your  future! 


growth  on  the 
THE  HOUSE  ...  OR 

citizens  are  not  vigi- 
crippled  by  ill-advised 
physician  representa- 
Political  Action  Commit- 
VENTION:  Funds  raised 


Enclosed  is  my  check!  Please  enroll  me  as  a member  of  IMPAC  and  AMPAC. 

$250  Gold  membership  $100  Sustaining  membership 

$150  Family  membership  Please  accept  my  additional 

support  of  $ 

(Please  Print) 

Name:  

Address:  


& 


Return  to:  IMPAC,  1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265 


Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  AMA  nor  t 
IMS  will  favor  or  disadvantage  anyone  based  upon  the  amounts  of  or  failure 
to  make  pac  contributions.  Contributions  are  subject  to  the  limitations 
of  FEC  Regulations.  (Federal  regulations  require  t‘ 
for  by  the  Iowa  Medical  Society  Political  Action  C 
1001  Grand  Avenue,  West  Des  Moines,  low 
Contributions  to  AMPAC  and  IMPAC  are  nc 
deductible  as  charitable  contributions  for 
Federal  Income  Tax  purposes.  IF  YOUR 
PRACTICE  IS  INCORPORATED,  ^ 

IMPAC  AND  AMPAC  VOL-  ^ \ 

UNTARY  POLITICAL  1 

CONTRIBUTIONS  v . 

should  be  1001  Grand  Avenue 

on™.  [ West  Des  Moines, 

cSeck.  Iowa  50265 


About  Iowa  Physicians 


Dr.  John  Barker,  was  recently  certified  by  the 
American  Society  of  Addiction  Medicine.  Dr. 
Barker  is  medical  director  of  Mercy's  Addic- 
tions Recovery  Center  in  Davenport  and  prac- 
tices general  medicine  in  Eldridge.  Dr.  Emmett 
Mathiasen,  Council  Bluffs,  has  been  ap- 
pointed to  the  Iowa  Board  of  Medical  Exam- 
iners. Dr.  Charles  Eicher  has  retired  after  prac- 
ticing medicine  in  Iowa  City  for  39  years.  Dr. 
Eicher  received  the  M.D.  degree  at  the  U.  of  I. 
College  of  Medicine.  Dr.  Michael  Jones,  Sioux 
City,  has  been  elected  counselor  on  the  Ex- 
ecutive Council  of  the  Iowa  Chapter  of  the 
American  College  of  Surgeons.  Dr.  Lisa  Broth- 
ers-Arbisser,  Davenport,  recently  was  awarded 
board  certification  in  the  sub-specialty  field  of 
cataract/implant  surgery  from  the  American 
Board  of  Eye  Surgery.  Dr.  Hormoz  Rassekh, 
Council  Bluffs  psychiatrist,  has  been  elected 
vice  president  of  the  Federation  of  State  Med- 
ical Boards  of  the  United  States.  Dr.  George 
Spellman,  Sioux  City,  was  presented  the  Hu- 
manitarian Award  during  the  1991  Port  of  Sioux 
City  River-Cade  Extravaganza  at  the  Siouxland 
Convention  Center.  Dr.  Clarence  Carlson  has 
joined  the  staff  at  Family  Medical  Center,  Lake 
Mills.  Previously  Dr.  Carlson  was  medical  di- 
rector of  recovery  services  at  the  Harold 
Hughes  Center  and  a family  practice  physician 
at  the  Southridge  Mall  Clinic,  both  in  Des 
Moines.  Dr.  Harvard  Isaak  has  joined  the  sur- 
gical staff  at  Community  Memorial  Hospital  in 
Clarion.  Dr.  Isaak  most  recently  practiced  with 
the  Park  Clinic  in  Hampton.  Dr.  Janet 
Schlechte,  Iowa  City  internist  and  endocri- 
nologist, has  been  named  governor  for  the 
Iowa  Chapter  of  the  American  College  of  Phy- 
sicians. Dr.  Curtis  Henderson  has  left  his  Mid- 
lands Family  Medicine  (Mondamin  and  Mis- 
souri Valley  locations)  practice  for  emergency 
room  practice  at  Keokuk  Area  Hospital.  Dr. 
George  Drake,  Pleasantville,  has  opened  a 
second  practice  in  Knoxville.  Dr.  Surendra  Seth 
has  joined  Monticello  Family  Medical  Associ- 
ates. Dr.  Seth  previously  practiced  at  the  Park 
Clinic  in  Hampton.  Dr.  Mark  Muilenburg  has 


begun  medical  practice  in  Orange  City.  Dr. 
Muilenburg  received  the  M.D.  degree  at  the 
U.  of  I.  College  of  Medicine  and  recently  com- 
pleted a family  practice  residency  in  Daven- 
port. 


Deaths 


Dr.  Donald  Greif,  62,  Waterloo,  died  April  16 
at  Covenant  Medical  Center,  Waterloo.  Dr. 
Greif  received  the  M.D.  degree  at  the  U.  of  I. 
College  of  Medicine  and  completed  an  oph- 
thalmology residency  at  U.  of  I.  Hospitals.  He 
had  been  in  private  practice  in  Waterloo  since 
1970. 

Dr.  Philip  Sullivan,  46,  Leon,  died  May  1.  Dr. 
Sullivan  received  the  M.D.  degree  from  the 
U.  of  I.  College  of  Medicine  and  completed  his 
residency  at  Kansas  City  General  and  St.  Luke's 
Hospital,  Kansas  City,  Missouri.  He  had  prac- 
ticed at  the  Leon  Clinic  since  1973. 


MOVING?  Send  Us  Your  Address 

Please  notify  us  6 weeks  in  advance. 

OLD  ADDRESS 

Name  

Address  

City/State/Zip 

NEW  ADDRESS 

Name  

Address  

City/State/Zip 

EFFECTIVE  DATE  

Send  To:  IOWA  MEDICINE,  1001  Grand  Avenue, 
West  Des  Moines,  Iowa,  50265 
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Classified  Advertising 


CLASSIFIED  ADVERTISING  RATE  — $3  per  line , $30 
minimum  per  insertion.  NO  CHARGE  TO  MEMBERS 
OF  IOWA  MEDICAL  SOCIETY.  Copy  deadline  — 1st 
of  the  month  preceding  publication. 

MANKATO  CLINIC,  LTD.  — A progressive  group  practice  is  seeking 
BE/BC  physicians  in  the  following  specialties:  dermatology,  family 
practice,  gastroenterology,  invasive  cardiology,  oncology/hematology, 
pediatrics,  urology,  orthopedic  surgery,  pulmonology  and  general  in- 
ternal medicine.  The  Mankato  Clinic  is  a 50-doctor  multispecialty  group 
practice  in  south  central  Minnesota  with  a trade  area  population  of 
+ 250,000.  Guaranteed  salary  first  year,  incentive  thereafter  with  full 
range  of  benefits  and  liberal  time  off.  For  more  information,  call  Roger 
Greenwald,  Executive  Vice  President  or  Dr.  B.C.  McGregor,  President 
at  507/625-1811  or  write  501  Holly  Lane,  Mankato,  Minnesota  56001. 


GENERAL  INTERNAL  MEDICINE  — Marshfield  Clinic,  a 350-phy- 
sician multispecialty  group  practice  is  seeking  BE/BC  family  practi- 
tioners to  join  expanding  regional  centers.  Positions  are  available  in 
west  central,  northwestern  and  north  central  Wisconsin.  These  are  beau- 
tiful, wooded  Wisconsin  areas  with  an  abundance  of  lakes,  rivers,  and 
streams.  All  are  ideally  suited  for  physicians  seeking  to  combine  profes- 
sional excellence  in  a midwest,  family-oriented  location  offering  ex- 
ceptional 4-season  recreational  activities.  Wisconsin  consistently  leads 
the  nation  in  ACT  and  SAT  scores  and  the  school  system  in  these 
communities  is  excellent.  Each  has  its  own  special  qualities  with  more 
attractive  features  relative  to  individual  needs  and  preferences.  Starting 
salary  up  to  $99,700  with  salary  in  2 years  up  to  $131,600.  Fringe  benefit 
package  is  outstanding.  If  this  combination  of  professional  excellence 
and  life-style  made  possible  through  the  back-up  resources  of  a leading 
medical  center  in  conjunction  with  the  uncommon,  varied  beauty  of 
Wisconsin's  land  and  lakes  sounds  interesting  to  you,  please  send  CV 
and  references  to  David  L.  Draves,  Director  of  Regional  Development, 
1000  North  Oak  Avenue,  Marshfield,  Wisconsin  54449  or  call  1-800/826- 
2345,  extension  5376. 


PHYSICIANS  — Opportunities  available  nationwide,  all  specialties, 
all  fees  paid.  We  have  developed  a clientele  with  a variety  of  needs  in 
both  rural  and  metropolitan  areas.  Private  groups  and  HMOs  are  avail- 
able. Find  out  more  about  what  is  available  in  your  specialty  by  sending 
your  CV  to  ExecuMed  Recruiters,  Attn:  Vic  Comstock,  P.O.  Box  83, 
Waterloo,  Iowa  50704  or  call  1-800/798-7743. 


EMERGENCY  ROOM  PHYSICIANS  — Opportunities  are  currently 
available  in  Michigan,  Iowa,  Illinois,  Missouri,  Arkansas,  Oklahoma, 
Minnesota,  etc.  Community  size  available  ranging  from  10,000  to  250,000 
population.  Hourly  wages  from  $40.00  per  hour  to  $85.00.  Group,  hos- 
pital and  independent  contractor  positions  available.  Benefits  vary  on 
each  opportunity.  Staff,  associate  director,  director  positions  possible 
in  locations.  Find  out  more  by  sending  your  CV  to  ExecuMed  Recruiters, 
Attn:  Vic  Comstock,  P.O.  Box  83,  Waterloo,  Iowa  50704  or  call  1-800/ 
798-7743. 


LONE  TREE,  IOWA  — Longtime  established  general  practice  and 
equipped  2-person  clinic.  Available  June  1, 1992.  25  minutes  from  Iowa 
City,  Mercy  Hospital,  University  Hospitals.  I am  retiring  after  32  years 
of  practice  in  this  progressive  community  of  1100,  with  46-bed  care 
center  (JCAH  accredited)  and  school  K-12.  For  more  information  contact 
Keith  F.  Mills,  M.D.,  107  Jayne  St.,  Lone  Tree,  Iowa  52755  or  call  319/ 
629-4214  (office),  319/629-4220  (residence). 


FAMILY  PRACTICE,  HOSPITAL  SPONSORED  CLINIC  OPPORTU- 
NITY — Dynamic,  growth-oriented  hospital  in  beautiful  north  central 
Wisconsin  is  seeking  family  physicians  to  join  a growing  practice  in  a 
new  facility.  The  administrative  burdens  of  medical  practice  will  be 
minimized  in  this  hospital-managed  clinic.  The  hospital  has  committed 
to  an  income  and  benefit  package  which  is  significantly  higher  than 
similar  opportunities.  Package  includes  base  income,  incentive  bonus, 
malpractice,  disability,  signing  bonus  and  student  loan  reduction/for- 
giveness program.  All  relocation  costs  will  be  borne  by  the  hospital. 
Please  contact  Kari  Wangsness,  Associate,  The  Chancellor  Group,  Inc., 
France  Place,  Suite  920,  3601  Minnesota  Drive,  Bloomington,  Minnesota 
55435;  612/835-5123. 


EMERGENCY  MEDICINE  — Marshfield  Clinic-Lakeland  Center,  lo- 
cated in  the  beautiful  Lakeland  area  of  northern  Wisconsin,  is  seeking 
an  ER  physician.  This  individual  must  be  BE/BC  in  FP,  IM  or  EM.  This 
opportunity  offers  a challenging  variety  of  patients,  within  a multi- 
specialty group  representing  13  specialties  available  for  back-up.  The 
Lakeland  area  offers  a unique  recreation  oriented  life-style  and  this 
position  with  a 48-hour  work  week  will  afford  you  the  leisure  time  to 
enjoy  it.  Compensation  includes  a competitive  salary  along  with  one 
of  the  finest  fringe  benefit  packages  in  the  country.  If  you  want  to 
combine  professional  excellence  with  personal  satisfaction  and  this  op- 
portunity sounds  interesting  to  you,  please  send  CV  and  references  to 
David  L.  Draves,  Director  of  Regional  Development,  1000  North  Oak 
Avenue,  Marshfield,  Wisconsin  54449  or  call  1-800/826-2345,  extension 
5376. 


FAMILY  PRACTITIONER  NEEDED  — Rural  medical  practice  is  look- 
ing for  family  practice/general  practice  physician.  Excellent  opportunity 
to  join  5 physicians  in  a busy,  well  established  practice  serving  southern 
Iowa  and  northern  Missouri.  Great  area  for  outdoor  recreation,  very 
reasonable  cost  of  living.  Contact  Scott  McIntyre,  Administrator,  De- 
catur County  Hospital,  1405  N.W.  Church,  Leon,  Iowa  50144;  515/446- 
4871  or  Larry  Richard,  M.D.,  Decatur  County  Medical  Services,  1404 
N.W.  Church,  Leon,  Iowa  50144;  515/446-4863. 


FAMILY  PRACTICE  — Marshfield  Clinic,  a 350-physician  multispe- 
cialty group  practice  is  seeking  BE/BC  family  practitioners  to  join  ex- 
panding regional  centers.  Practice  opportunities  range  in  size  from  sin- 
gle specialty  groups  of  3 to  multispecialty  groups  of  35.  Positions  are 
available  in  west  central,  northwestern  and  north  central  Wisconsin. 
These  are  beautiful,  wooded  Wisconsin  areas  with  an  abundance  of 
lakes,  rivers  and  streams.  All  are  ideally  suited  for  physicians  seeking 
to  combine  professional  excellence  in  a midwest,  family-oriented  lo- 
cation offering  exceptional  4-season  recreational  activities.  Wisconsin 
consistently  leads  the  nation  in  ACT  and  SAT  scores  and  the  school 
system  in  these  communities  is  excellent.  Each  opportunity  offers  a 
superlative  life-style.  Each  has  its  own  special  qualities  with  more  at- 
tractive features  relative  to  individual  needs  and  preferences.  Starting 
salary  up  to  $99,700  with  salary  in  2 years  up  to  $131,600.  Fringe  benefit 
package  is  outstanding.  If  this  combination  of  professional  excellence 
and  life-style  made  possible  through  the  back-up  resources  of  a leading 
medical  center  in  conjunction  with  the  uncommon,  varied  beauty  of 
Wisconsin's  land  and  lakes  sounds  interesting  to  you,  please  send  CV 
and  references  to  David  L.  Draves,  Director  of  Regional  Development, 
1000  North  Oak  Avenue,  Marshfield,  Wisconsin  54449  or  call  1-800/826- 
2345,  extension  5376. 


FAMILY  PHYSICIAN  NEEDED  — To  join  an  established  2-man  rural 
clinic  in  State  Center,  Iowa.  Close  to  Ames,  Marshalltown  and  Des 
Moines.  Opportunity  for  practice  ownership.  Contact  Drs.  Robinson 
and  Taylor,  State  Center,  Iowa  50247  or  phone  515/483-2141. 
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ROBERT  A.  HAYNE,  M.D. 
THOMAS  A.  CARLSTROM,  M.D. 
DAVID  J.  BOARINI,  M.D. 

1215  PLEASANT,  SUITE  608 
DES  MOINES  50309 
515/283-5760 

NEUROLOGICAL  SURGERY 


OPHTHALMOLOGY 


NORTH  IOWA  EYE  CLINIC,  P.C. 

ADDISON  W.  BROWN,  JR.,  M.D. 

MICHAEL  L.  LONG,  M.D. 

BRADLEY  L.  ISAAK,  M.D. 

RANDALL  S.  BRENTON,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 
GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 
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PULMONARY  MEDICINE 
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JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
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1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 
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ONYEBUCHI  UKAB1ALA,  M.D.,  F.R.C.S. 
JOHN  STERN,  M.D. 
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GENERAL,  THORACIC,  VASCULAR, 
ONCOLOGIC  AND  PEDIATRIC  SURGERY 

WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/283-5767 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 
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In  the  Public  Interest 


Physicians  Want  Healthy  lowans 


Medical  practice  in  the  1990s  is  becom- 
ing a morass  of  governmental  regula- 
tions, payor  restrictions  which  intrude  into  the 
physician-patient  relationship  and  difficult 
ethical  and  socioeconomic  issues.  However, 
Iowa  physicians  never  lose  sight  of  their  major 
concern  — the  good  health  of  lowans. 

As  it  does  each  year,  this  concern  became 
apparent  in  the  number  of  public  health  policy 
proposals  on  the  agenda  as  physicians  from 
across  the  state  gathered  in  Des  Moines  April 
20-21  for  the  annual  IMS  House  of  Delegates. 
This  month's  column  highlights  a number  of 
public  health  resolutions  upon  which  the  IMS 
will  act  in  the  coming  year. 

Adolescent  Health 

• The  IMS  adopts  AMA  policy  in  support 
of  legislation  providing  that  people  under  21 
convicted  of  operating  a motor  vehicle  under 
the  influence  of  alcohol  or  drugs  have  their 
drivers  license  suspended  or  revoked. 

• The  IMS  supports  creation  of  drunk 
driving  treatment  programs  for  people  under 
age  21  and  supports  the  AMA's  "Healthier 
Youth  by  the  Year  2000"  project  to  reduce 
deaths  among  young  people  due  to  alcohol- 
related  motor  vehicle  crashes. 

• The  IMS  will  continue  participation  in 
the  Tobacco-Free  Coalition  and  support  all  ef- 
forts to  reduce  tobacco  use  by  all  people,  par- 
ticularly youth. 

• The  IMS  Committee  on  Alcohol  and 
Drug  Use  and  the  Committee  on  Sports  Med- 
icine will  continue  efforts  to  prevent  use  and 
abuse  of  alcohol  and  drugs. 

AIDS 

• The  IMS  will  work  to  reduce  barriers  to 
HIV  testing  and  encourage  use  of  universal 
precautions. 


Physician  Supply 

• The  IMS  supports  legislative  initiatives 
to  obtain  funding  from  state  grants  and  low 
interest  loans  for  communities  who  want  to 
attract  new  physicians  into  the  private  practice 
of  medicine  in  Iowa. 

• The  IMS  Committee  on  Delivery  of 
Health  Services  and  the  University  of  Iowa 
College  of  Medicine  will  continue  to  explore 
strategies  to  help  recruit  primary  care  physi- 
cians in  Iowa. 

Health  Care  Access 

• The  IMS  will  support  legislative  efforts 
at  tort  reform  so  that  obstetrical  services  will 
be  available  to  all  women  in  communities  near 
their  homes. 

• The  IMS  will  seek  immunity  from  mal- 
practice liability  for  physicians  who  provide 
medical  service  on  a voluntary  basis  without 
economic  compensation. 

• The  IMS  adopts  the  policy  that  the  goal 
of  local  and  state  emergency  medical  services 
should  be  to  ensure  that  quality  services  are 
available  at  an  appropriate  level  to  all  lowans. 
The  IMS  believes  the  state  should  permit  local 
franchising  of  emergency  medical  services. 

These  issues  and  others  which  will  receive 
attention  from  Iowa  physicians  in  the  near  fu- 
ture demonstrate  their  concern  for  public 
health.  As  R.  Bruce  Trimble,  M.D.,  IMS  pres- 
ident, said  recently,  "Physicians  do  well  for 
themselves  when  they  speak  strongly  for  the 
public  good." 
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President's  Privilege 


R.  Bruce  Trimble,  M.D. 


Graduation  Musings 


Participation  in  the  graduation  exer- 
cises of  the  University  of  Iowa  College  of 
Medicine  is  one  of  the  pleasures  of  being 
president  of  the  Iowa  Medical  Society. 

On  stage  with  the  graduates  sit  the 
dean  of  the  medical  college;  the  president  of 
the  University  of  Iowa;  a member  of  the 
Board  of  Regents,  representing  the  commit- 
ment of  society  to  education;  and  the  presi- 
dent of  the  Iowa  Medical  Society,  represent- 
ing the  larger  professional  community  into 
which  the  new  physicians  now  move  and 
the  commitment  of  organized  medicine  to 
education. 

We  have  been  fortunate  over  the  years 
in  the  strong  relationship  between  the  Uni- 
versity of  Iowa  College  of  Medicine  and  the 
Iowa  Medical  Society.  Many  faculty  mem- 
bers belong  to  the  Iowa  Medical  Society  and 
serve  as  delegates  to  the  annual  meeting,  on 
committees  and  as  officers.  The  Board  of 
Trustees  meets  regularly  with  representa- 
tives of  the  dean's  office.  Students  also  at- 
tend the  House  of  Delegates  and  serve  on 
some  committees. 

Physicians  are  usually  called  doctors, 
meaning  teachers.  Commitment  to  education 
is  an  important  part  of  our  professionalism. 
Many  of  us  contribute  financially  to  our 
medical  schools.  Some  are  part  time  teachers 
of  medical  students  or  residents.  Through 
the  Iowa  Medical  Society,  we  also  express 
our  collective  support  of  education.  The 
Iowa  Medical  Society  is  a cosponsor  of  the 
annual  Hawkeye  Science  Fair  for  junior  high 
and  high  school  students.  We  are  the  largest 
non-federal  source  of  loan  funds  for  Univer- 
sity of  Iowa  medical  students  (and  make 


available  funds  for  Iowa  students  attending 
other  medical  schools),  support  the  Student 
Medical  Society  and  fund  individual  medical 
student  service  projects. 

The  Medical  Education  Committee  ac- 
credits hospital  CME  programs  around  the 
state,  arranges  an  annual  “How  To"  CME 
conference  and  is  exploring  programs  of  in- 
dividual CME. 

We  put  on  an  excellent  annual  scientific 
session  designed  to  update  physicians  on 
the  latest  scientific  developments.  This  jour- 
nal provides  monthly  scientific  articles  writ- 
ten by  Iowa  physicians  for  Iowa  physicians. 

Some  of  these  activities  are  funded  with 
dues  money;  others,  especially  the  loan 
funds,  are  supported  by  our  charitable  arm, 
the  Iowa  Medical  Foundation.  For  the  first 
time  this  year,  requests  for  loans  exceeded 
our  funding  capability.  You  might  consider  a 
contribution  to  the  Iowa  Medical  Founda- 
tion, if  you  have  not  yet  made  one  this  year. 


4L 


R.  Bruce  Trimble,  M.D. 

President 


P.S.  At  the  June  AM  A Annual  Meeting  in 
Chicago  Dr.  Carol  Aschenbrener,  executive 
associate  dean  for  the  U.  of  I.  College  of 
Medicine,  was  elected  to  the  AMA  Council 
on  Medical  Education.  This  is  a great  honor 
for  Dr.  Aschenbrener  and  the  IMS.  Congrat- 
ulations, Carol! 


August  1991  / 331 


CME  Survey  of  Iowa  Physicians 


RICHARD  CAPLAN,  M.D. 
LOUIS  CRIST,  M.A. 

LOIS  DUSDIEKER,  M.D. 
MARY  JEAN  DYE 
PEGGY  BUSH 
Iowa  City,  Iowa 


How,  where  and  when  do  Iowa  phy- 
sicians prefer  to  get  continuing  medical 
education ? Results  of  a recent  U.  of  I. 
survey  are  presented. 


Late  in  1989,  the  continuing  Medical  Edu- 
cation (CME)  Committee  of  the  Univer- 
sity of  Iowa  College  of  Medicine  reviewed 
the  CME  activities  of  its  collegiate  faculty 
and  administrative  units  for  the  preceding 
year.  The  committee  probed  more  fully  the 
matter  of  modes  of  learning  and  new  deliv- 
ery systems,  and  asked  questions  it  could 
not  answer,  especially  regarding  the  prefer- 
ences of  Iowa's  physicians.  Of  special  inter- 
est to  the  committee  was  whether  Iowa's 
practicing  physicians  were  eager  for  educa- 
tional programs  that  employ  newer  technol- 
ogy. The  committee  decided  to  seek  the  an- 
swers via  a questionnaire  survey. 

Of  the  927  surveys  mailed,  253  (27%) 
were  returned.  The  responses  were  segre- 
gated by  discipline  of  the  respondent,  as  fol- 


AU  of  the  authors  are  associated  with  the  continuing  medical  edu- 
cation office  at  the  U.  of  I.  College  of  Medicine,  Iowa  City. 


lows:  family  practice  — 104,  (41%);  internal 
medicine  — 26,  (10%);  pediatrics  — 16,  (6%); 
all  others  — 107,  (42%). 

The  CME  Committee,  at  its  fall  meeting 
in  1990,  considered  the  data  and  their  impli- 
cations for  our  collegiate  purposes,  but  felt 
the  physicians  of  Iowa  and  the  many  institu- 
tions that  provide  CME  to  their  own  staff 
and  others  might  find  the  data  of  interest. 
Each  of  the  major  survey  questions  follows, 
along  with  numerical  responses  and  some 
elaboration. 

Question  1.  Rate  16  methods  of  widely 
used  CME  on  a scale  of  1 (extremely  effective)  to 
5 (ineffective) . The  overall  responses  sug- 
gested the  following  conclusions:  Respond- 
ents rated  hands-on  workshops  as  extremely 
effective;  lecture,  small  group  discussion, 
panel  discussion,  case  presentation,  ques- 
tion/answer session,  self-study  instruction 
using  video  cassette  and  professional  jour- 
nals were  rated  as  very  effective;  bedside 
rounds,  video  program  via  satellite,  video 
satellite  with  live  telephone  link,  self-study 
instruction  using  audio-cassette,  self-study 
instruction  using  audio-cassette  with  slides 
and  outlines  of  lectures  or  grand  rounds 
were  rated  as  moderately  effective. 

Two  important  methods  received  re- 
sponses that  lay  between  ''moderately  effec- 
tive" and  "don't  know,"  namely,  "computer 
assisted  instruction"  and  "study  of  your 
own  practice."  Those  2 categories  represent 
the  presently  greatest  enthusiasms  of  CME 
professionals.  That  this  group  of  respond- 
ents ranked  those  methods  so  low  may  re- 
flect lack  of  acquaintance  with  these  newer 
modes  of  learning.  Planners  need  to  decide 
whether  "the  customer  knows  best"  and 
provide  the  modes  presently  ranked  highest, 
whether  to  attempt  to  introduce  and  prom- 


332  / Iowa  Medicine 


ulgate  new  techniques  to  be  at  the  same 
"cutting  edge"  regarding  education  that  they 
espouse  in  basic  and  clinical  knowledge  and 
methods,  or  some  combination. 

Question  2.  Do  you  prefer  to  obtain  most 
of  your  CME  (other  than  reading)  at  sites  away 
from  your  home  community?  Of  253  responses, 
156  (62%)  preferred  to  obtain  their  CME 
away,  while  87  (34%)  said  at  home  and  10 
(4%)  did  not  respond.  No  clear  guidance  ap- 
peared from  the  many  comments  that  re- 
spondents wrote. 

Question  3.  About  how  many  CME  pro- 
grams do  you  attend  each  year  outside  your  home 
community?  The  responses  spread  rather 
evenly  between  one  and  6 programs,  with  a 
preponderance  indicating  2 to  3 programs 
away.  Two  individuals  said  they  attended  10 
CME  programs  away  from  their  home  com- 
munity each  year. 

Question  4.  Would  you  wish  the  Univer- 
sity of  Iowa  College  of  Medicine  to  present  CME 
programs  in  your  home  community?  One 
hundred  thirty-one  (52%)  responded  yes,  95 
(38%)  said  no  and  27  (11%)  did  not  respond. 
Pediatricians  seemed  more  interested  in  this 
prospect  than  other  groups.  The  added  com- 
ments were  extraordinarily  diverse  and  in- 
teresting, but  disclosed  no  clear  pattern  (or 
mandates)  in  the  responses. 

Question  5.  Please  indicate  the  times  you 
find  most  convenient  to  attend  CME  activi- 
ties. The  physicians  responded  (with  an  in- 
vitation to  indicate  more  than  one  prefer- 
ence): 

Season  of  the  year  preferred:  fall  — 78; 
winter  — 76;  spring  — 65;  summer  — 20;  no 
preference  — 125. 

Days  of  the  week  preferred:  Saturday  — 
131;  Friday  — 119;  Sunday  — 65;  Thursday 

— 63;  Wednesday  — 48;  Tuesday  — 31; 
Monday  — 24;  no  preference  — 68. 

Time  of  the  day  preferred:  morning  — 
66;  afternoon  — 62;  evening  — 57;  no  prefer- 
ence — 113. 

Length  of  program  preferred:  one  day 

— 130;  2 days  or  more  — 95;  half-day  — 84. 

Clearly,  practitioners  seem  less  attracted 
to  summer  programs,  or  to  Mondays,  Tues- 
days and  Wednesdays.  The  time  of  day 
seems  of  little  importance.  One  day  pro- 
grams drew  more  approval  than  programs 
shorter  or  longer,  but  no  strong  mandate  ap- 
peared. 


Question  6.  Would  you  like  the  University 
of  Iowa  College  of  Medicine  to  program  more  of 
its  CME  activities  outside  the  state?  One 
hundred  seventy-three  (68%)  responded  no, 
50  (20%)  responded  yes  and  30  (12%)  did 
not  respond.  Persons  who  added  comment 
almost  uniformly  suggested  "warm"  cli- 
mates, but  a few  mentioned  ski  areas  (one 
may  presume  that  either  group  had  winter- 
time in  mind.)  The  survey  did  not  establish 
how  the  respondents  might  feel  about  pro- 
grams sponsored  by  other  organizations. 

Question  7.  Do  you  prefer  a meeting  to  in- 
clude vacation  time  in  its  structure  (such  as  mul- 
tiple days  with  scheduled  activities  in  the  morn- 
ing only)?  Of  the  253  respondents,  105  (42%) 
said  yes,  87  (34%)  said  no  and  61  (24%)  re- 
sponded "not  applicable." 

Most  persons  who  added  comment  af- 
firmed their  interest  in  a "mixed"  schedule 
but  the  total  number  of  such  comments  was 
small.  Such  a structure  seemed  more  appeal- 
ing if  the  program  were  longer  and  at  a 
more  distant  site. 

Conclusions 

For  the  most  part  the  data  need  no  elab- 
oration. Individual  comments  were  often  in- 
teresting to  read,  but  collectively  suggested 
no  clearly  superior  path  for  planning.  The 
general  absence  of  a clearly  preferred  single 
choice  for  any  variable  therefore  suggests 
the  need  for  planners  to  offer  a continuing 
mixture  of  CME  programs  in  regard  to 
mode,  content,  timing,  location,  and  struc- 
ture. 


We  Want  A Piece 
Of  Your  Mind! 

What  do  you  think  of  IOWA  MEDI- 
CINE and  the  Society’s  newsletters? 
The  IMS  wants  to  find  out.  A reader 
survey  is  included  with  the  August 
IMS  UPDATE.  The  survey  is  brief 
and  the  postage  is  pre-paid.  Please 
take  a few  minutes  to  complete  the 
survey  and  drop  it  in  a mailbox. 
Thanks. 
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Physician  Liability  and 
The  Medical  Assistant 


J.W.  OPOIEN,  M.D.,  PH.D. 
Des  Moines,  Iowa 

DONALD  BALASA,  J.D. 
Chicago,  Illinois 


Hiring  allied  health  practitioners  who 
are  certified  and  credentialed  can  re- 
duce your  potential  exposure  to  lia- 
bility, say  these  authors. 


Most  physicians  employ  allied  health 

practitioners  in  some  capacity  in  their 
practice.  Most  physicians  are  aware  that 
they  are  ultimately  responsible  for  the  negli- 
gent acts  of  the  allied  health  practitioners  in 
their  employ  when  acting  within  the  general 
scope  of  their  delegated  authority.  Many 
physicians  are  not  aware  of  the  legal  advan- 
tages of  hiring  credentialed  employees. 

The  common  means  of  credentialing  are 
certification  and  licensure.  Licensure  is  a 
state  credential  required  for  legal  practice. 
Certification  is  a voluntary  credential  that 
gives  evidence  of  achievement  of  a certain 
degree  of  skill  and  knowledge.1 

There  is  often  confusion  in  the  area  of 
allied  health  practitioners.  In  the  office  set- 
ting the  allied  health  worker  may  be  called 
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"nurse”  or  "office  nurse."  A more  correct 
term  would  be  "medical  assistant."  When 
the  allied  health  practitioner  is  not  licensed, 
the  term  "nurse"  may  lead  to  increased  mal- 
practice exposure.2  Most  states  license  2 cat- 
egories of  nurses:  registered  nurses  (RNs) 
and  licensed  practical,  or  vocational  nurses 
(LPNs  or  LVNs).  An  RN  or  LPN  (LVN)  may 
be  employed  as  a medical  assistant,  but  not 
all  medical  assistants  are  nurses. 

A medical  assistant  is  held  to  the  stand- 
ard of  care  exercised  by  a reasonably  compe- 
tent practitioner  of  the  profession.  A medical 
assistant  using  the  term  "nurse"  may  be 
held  to  the  nursing  standard  of  care.  Fur- 
thermore, a medical  assistant  who  does  not 
hold  a license  as  an  RN  or  LPN  (LVN)  may 
be  accused  of  performing  nursing  duties 
without  a license. 

Medical  assistants  who  are  not  eligible 
for  licensure  are,  however,  eligible  for  certifi- 
cation provided  they  meet  the  criteria  of  the 
certifying  body. 

In  view  of  the  increasing  number  of  or- 
ganizations offering  certification  on  either  a 
local  or  national  level,  it  would  be  prudent 
for  the  physician  to  obtain  some  knowledge 
of  the  certifying  body  for  the  medical  assist- 
ants in  his/her  employ. 

The  Certified  Medical  Assistant  (CMA) 
and  Registered  Medical  Assistant  (RMA)  are 
both  voluntary,  national  credentials  for  the 
medical  assisting  profession. 

The  American  Medical  Technologists 
(AMT),  through  the  Accrediting  Bureau  of 
Health  Education  Schools,  accredits  pro- 
grams preparing  individuals  for  entry  into 
the  medical  assisting  profession  in  private 
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and  proprietary  postsecondary  institutions 
throughout  the  United  States. 

The  American  Association  of  Medical 
Assistants  (AAMA),  in  collaboration  with 
the  Committee  on  Allied  Health  Education 
and  Accreditation  of  the  American  Medical 
Association  (AMA),  accredits  medical  assist- 
ing programs  preparing  individuals  for  entry 
into  the  medical  assisting  profession  in  pub- 
lic and  private  postsecondary  institutions. 
The  AAMA  has  had  formal  and  informal  ties 
with  the  AMA  since  its  inception  in  1956. 

The  CMA  is  given  by  the  Certifying 
Board  of  the  American  Association  of  Medi- 
cal Assistants.  The  RMA  is  given  by  the 
American  Medical  Technologists.3 

The  CMA  examination  is  based  on  a sci- 
entifically grounded  occupational  analysis 
known  as  the  DACUM  — an  acronym  for 
Developing  a Curriculum.4  The  National 
Board  of  Medical  Examiners  serves  as  test 
consultant  for  the  AAMA  in  the  preparation 
and  administration  of  the  CMA  examination. 
It  ensures  the  reliability  and  validity  of  the 
AAMA  CMA  examination  through  psycho- 
metric analyses.  The  National  Board  of  Med- 
ical Examiners  administers  several  medical 
specialty  examinations  as  well  as  the  exami- 
nations most  commonly  used  for  medical  li- 
censure (FLEX  and  National  Boards,  I,  II, 
and  III). 

The  term  Certified  Medical  Assistant  ap- 
plies to  a medical  assistant  who  has  satisfied 
the  certification  requirements  of  the  AAMA, 
although  other  organizations  have  from  time 
to  time  erroneously  attempted  to  use  the 
term. 

There  are  significant  legal  advantages  to 
both  the  physician  and  the  employee  if  the 
employee  is  currently  certified  in  the  appli- 
cable allied  health  profession. 

Utilizing  certified  personnel  is  prima  fa- 
cie evidence  that  the  physician  is  exercising 
due  care  in  the  role  of  delegator  and  coordi- 
nator of  the  health  care  delivery  unit  and 
could  spell  the  difference  between  a favora- 
ble and  unfavorable  finding  or  settlement. 
This  is  especially  true  if  the  alleged  negli- 
gence involved  a procedure  that  was  tested 
on  the  employee's  certification  examination. 
Proof  of  the  employee's  preparation  for  and 
passing  of  the  test  would  lend  credibility  to 
the  doctor's  assertion  that  the  procedure  at 
issue  was  not  delegated  carelessly  or  capri- 


ciously, regardless  of  the  actual  manner  in 
which  it  was  performed. 

Certification  demonstrates  the  employ- 
ee's commitment  to  professional  excellence 
and  could  rebut  a claim  that  the  employee 
was  undertaking  duties  for  which  she/he 
was  not  qualified.  If  the  alleged  malpractice 
arose  from  an  emergency  or  a situation 
which  required  some  degree  of  independent 
judgment,  certification  by  a recognized  test- 
ing body  would  attest  to  the  individual's 
depth  of  knowledge  in  theoretical  as  well  as 
practical  aspects  of  allied  health  care. 

In  conclusion,  it  would  behoove  the 
physician  to  consider  the  advantages  of  hir- 
ing credentialed  employees.  It  could  de- 
crease malpractice  exposure  and  improve  the 
efficiency  of  the  office  through  the  utilization 
of  employees  dedicated  to  professionalism. 
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For  excellent  response  in  the  treatment  of 
duodenal  ulcers... 


IP  4^ Pf  0^1^' 


nizatidine 

has  the  right  answers 


■ Rapid  epigastric  pain  relief12* 


a 

PASSES  THE  ACID  TEST 


■ Fast  and  effective  ulcer  healing234 


*Most  patients  experience  pain  relief  with  the  first  dose. 
See  adjacent  page  for  references  and  brief  summary 
of  prescribing  information. 
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AXID  (nizatidine  capsules) 

Brief  Summary.  Consult  the  package  insert  for  complete  prescribing  information. 
Indications  and  Usage:  1 . Active  duodenal  ulcer-toi  up  to  8 weeks  of  treatment.  Most 
patients  heal  within  4 weeks. 

2.  Maintenance  therapy- for  healed  duodenal  ulcer  patients  at  a reduced  dosage 
of  150  mg  h.s.  The  consequences  of  therapy  with  Axid  for  longer  than  1 year 
are  not  known. 

Contraindications:  Known  hypersensitivity  to  the  drug.  Because  cross  sensitivity  in 
this  class  of  compounds  has  been  observed,  H2-receptor  antagonists,  including  Axid, 
should  not  be  administered  to  patients  with  a history  of  hypersensitivity  to  other 
H2-receptor  antagonists. 

Precautions:  General- 1.  Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy. 

2 Dosage  should  be  reduced  in  patients  with  moderate  to  severe  renal  insufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic  dysfunction, 
the  disposition  of  nizatidine  is  similar  to  that  in  normal  subjects. 

Laboratory  Tests -False-positive  tests  for  urobilinogen  with  Multisti**  may  occur 
during  therapy. 

Drug  Interactions- No  interactions  have  been  observed  with  theophylline, 
chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfarin.  Axid  does  not  inhibit 
the  cytochrome  P-450  enzyme  system;  therefore,  drug  interactions  mediated  by 
inhibition  of  hepatic  metabolism  are  not  expected  to  occur.  In  patients  given  .ery 
high  doses  (3,900  mg)  of  aspirin  daily,  increased  serum  salicylate  levels  were  seen 
when  nizatidine,  150  mg  b.i.d,,  was  administered  concurrently. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility  -A  2-year  oral  carcinogenicity 
study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  times  the  recommended 
daily  therapeutic  dose)  showed  no  evidence  of  a carcinogenic  effect.  There  was  a 
dose-related  increase  in  the  density  of  enterochromaffin-like  (ECL)  cells  in  the  gastric 
oxyntic  mucosa.  In  a 2-year  study  in  mice,  there  was  no  evidence  of  a carcinogenic 
effect  in  male  mice,  although  hyperplastic  nodules  of  the  liver  were  increased  in  the 
high-dose  males  as  compared  with  placebo.  Female  mice  given  the  high  dose  of  Axid 
(2,000  mg/kg/day.  about  330  times  the  human  dose)  showed  marginally  statistically 
significant  increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of  hepatic  carcinoma 
in  the  high-dose  animals  was  within  the  historical  control  limits  seen  for  the  strain 
of  mice  used.  The  female  mice  were  given  a dose  larger  than  the  maximum  tolerated 
dose,  as  indicated  by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevations).  The  occurrence  of 
a marginal  finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat 
hepatotoxic  dose,  with  no  evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female 
mice  (given  up  to  360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic  potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  ol  tests  .performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis,  sister 
chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration  tests,  and  a 
micronucleus  test. 

In  a 2-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses  of  nizatidine 
up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive  performance 
of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C- Oral  reproduction  studies 
in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits  at 
doses  up  to  55  times  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect;  but,  at  a dose  equivalent  to  300  times  the  human  dose,  treated  rabbits 
had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On 
intravenous  administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine  at 
20  mg/kg  produced  cardiac  enlargement,  coarctation  of  the  aortic  arch,  and  cutaneous 
edema  in  1 fetus,  and  at  50  mg/kg,  it  produced  ventricular  anomaly,  distended 
abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  1 fetus.  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women.  It  is  also  not 
known  whether  nizatidine  can  cause  fetal  harm  when  administerecf  to  a pregnant 
woman  or  can  affect  reproduction  capacity.  Nizatidine  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers- Studies  in  lactating  women. have  shown  that  0.1%  of  an  oral 
dose  is  secreted  in  human  milk  in  proportion  to  plasma  concentrations.  Because  of 
growth  depression  in  pups  reared  by  treated  lactating  rats,  a decision  should  be 
made  whether  to  discontinue  nursing  or  the  drug,  taking  into  account  the  importance 
of  the  drug  to  the  mother. 

Pediatric  Use- Safety  and  effectiveness  in  children  have  not.been  established. 

Use  in  Elderly  Patients- Healing  rates  in  elderly  patients  were  similar  to  those 
in  younger  age  groups  as  were  the  rates  of  adverse  events  and  laboratory  test 
abnormalities.  Age  alone  may  not  be  an  important  factor  in  the  disposition  of 
nizatidine.  Elderly  patients  may  have  reduced  renal  function. 

Adverse  Reactions:  Clinical  trials  of  varying  durations  included  almost  5,000  patients. 
Among  the  more  common  adverse  events  in  domestic  placebo-controlled  trials  of 
over  1,900  nizatidine  patients  and  over  1,300  on  placebo,  sweating  (1%  vs  0.2%), 
urticaria  (0.5%  vs  <0.01%),  and  somnolence  (2.4%  vs  1.3%)  were  significantly 
more  common  with  nizatidine.  It  was  not  possible  to  determine  whether  a variety  of 
less  common  events  were  due  to  the  drug. 

/Vepa//c— Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase) 
possibly  or  probably  related  to  nizatidine  occurred  in  some  patients.  In  some  cases, 
there  was  marked  elevation  ( > 500 : ILI/L)  in  SCOT  or  SGPT  and,  in  a single  instance, 
SGPT  was  >2,000  IU/L.  The  incidence  of  elevated  liver  enzymes  overall  and 
elevations  of  up  to  3 times  the  upper  limit  ol  normal,  however,  did  not  significantly 
differ  from  that  in  placebo  patients.  All  abnormalities  were  reversible  after  discontinuation 
of  Axid.  Since  market  introduction,  hepatitis  and  jaundice  have  been  reported.  Rare 
cases  of  cholestatic  or  mixed  hepatocellular  and  cholestatic  injury  with  jaundice 
have  been  reported  with  reversal  of  the  abnormalities  after  discontinuation  of  Axid. 

Cardiovascular-  In  clinical  pharmacology  studies,  short  episodes  of  asymptomatic 
ventricular  tachycardia  occurred  in  2 individuals  administered  Axid  and  in  3 
untreated  subjects. 

C/VS— Flare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocr/ne- Clinical,  pharmacology  studies  and  controlled  clinical  trials  showed  no 
evidence  of  antiandrogemc  activity  due  to  nizatidine.  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  patients  on,  nizatidine  and  those  on  placebo. 
Gynecomastia  has  been  reported  rarely. 

Hematologic- Fatal  thrombocytopenia  was  reported  in  a patient  treated  with 
nizatidine  and  another  H2-receptor  antagonist.  This  patient  had  previously  experienced 
thrombocytopenia  while  taking  other  drugs.  Rare  cases  of  thrombocytopenic  purpura 
have  been  reported. 

Integumental- Sweating  and  urticaria  were  reported  significantly  more  frequently 
in  nizatidine-  than  in  placebo-treated  patients.  Rash  and  exfoliative  dermatitis  were 
also  reported. 

Hypersensitivity -As  with  other  H2-receptor  antagonists,  rare  cases  of  anaphylaxis 
following  nizatidine  administration  have  been  reported.  Rare  episodes  of  hypersensitivity 
reactions  (eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported. 

0//7er  - Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was  reported. 
Eosinophilia,  fever,  and  nausea  related  to  nizatidine  have  been  reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage  occurs, 
activated  charcoal,  emesis,  or  lavage  should  be  considered  along  with  clinical 
monitoring  and  supportive  therapy.  Renal  dialysis  does  not  substantially  increase 
clearance  of  nizatidine  due: to  its  large  volume  of  distribution. 

PV  2091  AMP 
[091190] 

References 

'1.  Data  on  file.  Lilly  Research  Laboratories. 

2.  Scand  J Gastroenterol.  1987;22(suppl  136):61-70. 

3.  Scand  J Gastroenterol  1987;22(suppl  136):47-55. 

4.  AmJ  Gastroenterol  1989;84:769-774. 

NZ-2943-B- 149347 

Additional  information  available  to  the  profession  on:  request. 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


Letters  to  the  Editor 

"Great  Editorial" 

Dear  Editor: 

"Keep  the  Doors  Open"  (The  Editor 
Comments,  March)  is  a great  editorial.  It  is 
simple,  but  has  a great  message.  I am  read- 
ing 2 non-medical  books  a week.  Thanks  for 
the  great  writing.  I always  look  forward  to 
your  editorials.  — Saheb  Sahu,  M.D.,  Des 
Moines. 

Laparoscopic  Cholecystectomy 

To  the  Editor, 

In  recent  months,  there  has  been  a great 
deal  of  interest  regarding  laparoscopic  chole- 
cystectomy and  it  is  quite  evident  this  proce- 
dure is  here  to  stay.  At  a recent  symposium 
involving  numerous  Iowa  surgeons,  there 
was  considerable  discussion  regarding  how 
much  of  the  cystic  duct  might  safely  be  left 
when  performing  laparoscopic  cholecystec- 
tomy. Because  some  of  the  surgeons  seemed 
to  suggest  this  was  not  too  important  an  is- 
sue, it  seems  appropriate  we  should  draw 
attention  to  a paper  published  by  Frank  R. 
Peterson,  M.D.,  former  chief  of  the  Depart- 
ment of  General  Surgery  at  University  Hos- 
pitals in  Iowa  City,  in  "Transactions  of  the 
Annual  Meeting  of  the  Western  Surgical  As- 
sociation," Volume  51,  1942.  The  following 
are  quotations  from  Dr.  Peterson's  paper: 

"Literature  does  not  emphasize  removal 
of  the  cystic  duct  with  cholecystectomy.  It 
has,  and  rightly  so,  strongly  warned  of  the 
danger  of  injury  to  the  extrahepatic  biliary 
ducts  in  routine  cholecystectomy,  but  in  so 
doing  has  not  indicated  the  morbidity  associ- 
ated with  failure  to  remove  cystic  duct.  In 
our  experience,  this  oversight  has  necessi- 
tated re-operation  more  often  than  has  oper- 
ative injury  to  the  hepatic  or  common 
ducts." 

In  Dr.  Peterson's  report,  "27  cases  of 
'reformed  gallbladder'  were  due  to  changes 
taking  place  in  residual  cystic  duct  stumps. 
The  reformed  gallbladder  contains  mucus 
like  that  of  the  cystic  duct  with  an  addition 
(as  in  two  or  possibly  three  of  our  cases) 

(Continued  next  page) 
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mucosa  in  the  fundus  suggestive  of  gallblad- 
der origin.  Its  wall  shows  inflammatory 
signs.  Its  lumen  often  contains  stones.  It  is 
responsible  for  continued  symptoms  because 
of  the  continued  infection  and  a tendency  to 
develop  stones.  It  is  even  more  likely  to  pro- 
duce jaundice  (13  of  27  cases)  than  the  origi- 
nal gallbladder."  Dr.  Peterson  included  27 
recorded  cases  which  had  accumulated  in 
the  past  12  years.  All  patients  had  recur- 
rence of  symptoms  of  sufficient  degree  to 
demand  re-operation,  and  all  were  typical  of 
biliary  tract  disease.  Four  of  the  27  patients 
were  males.  The  original  cholecystectomy 
had  been  done  on  an  average  of  8 years  pre- 
viously. Symptoms  returned  on  an  average 
of  3 2/3  years  after  cholecystectomy.  Twelve 
had  recurrence  of  symptoms  in  one  year  or 
less.  There  was  a history  of  jaundice  in  13  of 
the  27,  and  it  was  present  on  admission  in 
7.  Chills  and  fever  in  4. 

Dr.  Peterson  stated  "our  desire  is  to  re- 
iterate the  prevailing  demand  that  in  biliary 
tract  surgery  the  common  duct  must  be  rou- 


tinely exposed."  He  concludes  that  "the 
properly  performed  cholecystectomy  must 
include  the  entire  cystic  duct.  When  so 
done,  there  will  be  no  reformed  gallbladders 
and  there  need  occur  no  accidental  injuries 
to  ducts." 

In  light  of  Dr.  Peterson's  report,  I would 
urge  the  laparoscopists  to  make  a deter- 
mined effort  to  not  leave  a remnant  of  the 
cystic  duct  when  performing  laparoscopic 
cholecystectomy. — Ralph  Dorner,  M.D., 
F.A.C.S.,  Des  Moines. 


LETTERS  TO  THE  EDITOR 

If  you  have  a comment  regarding  some- 
thing you've  read  in  iowa  medicine  or  an 
observation  on  conditions  affecting  the 
practice  of  medicine  in  Iowa,  don't  keep  it 
to  yourself.  Share  your  thoughts  in  a letter 
to  the  editor.  We'd  like  to  hear  from  you. 
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Questions  and  Answers 


Gary  Peasley,  M.D. 


Urologists 


Stress  Education 


The  author , a Marshalltown  urologist 
and  president  of  the  Iowa  Urological 
Society , discusses  technological  ad- 
vances and  socioeconomic  develop- 
ments in  the  specialty  of  urology. 


What  is  the  picture  with  regard  to  the  supply  of 
urologists? 

While  there  does  not  appear  to  be  a short- 
age of  urologists,  distribution  may  be  of  some 
concern. 

I believe  every  Iowa  resident  has  access 
to  specialized  care  by  a urologist,  though  it 
may  necessitate  travel  by  the  urologists  or  pa- 
tients. This  can  create  the  perception  there  is 
a shortage  when,  in  fact,  the  community  could 
not  support  a full  time  urologist. 

The  inconvenience  of  travel  must  be  bal- 
anced with  the  fact  that  increasing  the  number 
of  surgeons  in  an  area  increases  the  number 
of  procedures  and  the  total  cost  of  medical 
care. 

However,  we  must  be  careful  that  pre- 
operative evaluations  are  carried  out  by  a spe- 
cialist and  that  there  is  no  “itinerant"  surgery. 
The  surgeon  doing  the  procedure  must  be  re- 
sponsible for  a complete  preoperative  evalu- 
ation. As  a reviewer  for  Iowa's  PRO,  I am  sur- 
prised on  occasion  by  the  lack  of  information 
given  to  the  review  organization  for  permis- 
sion to  do  the  surgery. 

What  recent  technological  and  scientific  ad- 
vances have  affected  your  specialty? 

Urology  was  one  of  the  first  specialties 
utilizing  endoscopy.  Cystoscopy  and  transu- 


rethral resection  of  the  prostate  have  been  a 
major  cornerstone  in  urology  for  many  years; 
endourology  has  significantly  changed  nearly 
every  urologist's  practice.  Open  ureterolithot- 
omy and  open  procedures  for  kidney  stones 
are  rare  procedures. 

Percutaneous  procedures  have  decreased 
in  popularity  with  the  advent  of  extra  corpo- 
real shockwave  lithotripsy  (ESWL)  and  ure- 
teroscopy.  ESWL,  possibly  in  combination  with 
percutaneous  procedures,  has  nearly  elimi- 
nated open  procedures  on  the  kidney  for  cal- 
culi. With  improved  ureteroscopic  instru- 
ments, the  ureter  and  even  the  kidney  are  more 
accessible. 

Evaluation  of  hematuria,  filling  defects  and 
obstruction  have  been  much  improved  with 
the  advent  of  better  flexible  scopes  and  smaller 
rigid  scopes.  Stones  that  were  once  too  large 
to  pull  down  the  ureter  are  now  accessible  to 
the  very  small  laser  ureteroscopes. 

What  socioeconomic  developments  have  influ- 
enced urology? 

Since  a high  percentage  of  most  urology 
practices  consist  of  Medicare  patients,  Medi- 
care cutbacks  have  been  particularly  noticed. 
Specifically,  prostatectomy  has  been  targeted 
as  a high  cost  procedure.  This  is  due  to  the 
fact  that  most  men  needing  prostate  surgery 
are  of  Medicare  age. 

Some  of  this  loss  has  been  counterbal- 
anced by  the  wider  scope  of  urologic  practice. 
In  addition,  more  procedures  are  being  done 
in  the  office.  Though  it  is  difficult  to  detect 
how  much  effect  outpatient  surgery  has  had 
on  the  individual  urologist,  it  has  cut  the  gen- 

(Continued  next  page) 
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eral  cost  of  urologic  service.  The  high  cost  of 
ultrasound  equipment  has  caused  an  increase 
in  overhead  for  most  urologists.  In  small  prac- 
tices, the  payback  is  marginal.  However,  pa- 
tients expect  state  of  the  art  diagnostic  pro- 
cedures. 

What  are  the  concerns  and  goals  of  the  Iowa 
Urological  Society? 

The  Iowa  Urologic  Society  has  2 meetings 
a year  — the  academically-oriented  fall  meet- 
ing at  the  U.  of  I.  and  a spring  meeting  held 
in  various  places  throughout  Iowa.  Every  ef- 
fort is  made  to  keep  up  on  the  latest  infor- 
mation coming  out  of  university  centers. 

The  less  formal  spring  meeting  gives  urol- 
ogists a chance  to  discuss  difficult  or  unusual 
cases  and  present  papers  of  smaller  case  series 
encountered  in  their  practices.  These  smaller 
meetings  involve  a lot  of  give  and  take.  The 
emphasis  is  always  on  how  best  to  take  care 
of  a patient  and  improve  a physician's  tech- 
nique and  ability  to  diagnose  urologic  prob- 
lems. 
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Controversies  in  Urologic  Oncology 


ROBERT  DREICER,  M.D.,  M.S. 
WILLIAM  SEE,  M.D. 

RICHARD  WILLIAMS,  M.D. 
Iowa  City,  Iowa 


Recent  developments  in  uro-oncology 
have  created  new  opportunities  and 
controversies  in  treatment  of  bladder 
cancer,  prostate  cancer  and  renal  cell 
cancer. 


Development  of  new  therapeutic  and  di- 
agnostic modalities  for  management  of 
urological  malignancies  has  been  especially 
rapid  over  the  past  5 years.  In  some  instances, 
the  swift  entry  of  these  modalities  into  our 
therapeutic  and  diagnostic  armamentarium  has 
exceeded  our  ability  to  fully  evaluate  the  ef- 
ficacy and  the  appropriate  clinical  settings  in 
which  they  should  be  utilized. 

In  this  brief  review  we  attempt  to  high- 
light some  of  the  most  significant  develop- 
ments and  discuss  ongoing  controversies  in 
bladder,  prostate  and  renal  cancers. 

Superficial  Bladder  Cancer 

Superficial  transitional  cell  neoplasms  in- 
volving the  urinary  bladder  are  the  second  most 
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common  urologic  malignancy,  accounting  for 
approximately  40,000  new  cases  per  year.  The 
principle  disease  related  issues  for  this  neo- 
plasm are  the  prediction  or  prevention  of  both 
tumor  recurrence  and  progression. 

Roughly  70%  of  bladder  tumor  patients 
will  suffer  tumor  recurrences.  Of  multiple  pa- 
rameters evaluated,  only  tumor  size  and  num- 
ber at  presentation  demonstrate  any  correla- 
tion with  recurrence  risk.  Intravesically 
administered  antineoplastics  have  been  widely 
used  in  an  effort  to  prevent  tumor  recurrence. 

To  date  intravesical  bacillus  Calmette- 
Guerin  vaccine  (BCG)  has  shown  the  greatest 
efficacy  for  tumor  prevention.  Unfortunately 
this  agent  causes  serious  side  effects  in  a sig- 
nificant percentage  of  patients.  Lethal  toxicity 
has  been  reported  in  several  cases.  As  the  ma- 
jority of  patients  with  superficial  bladder  tu- 
mors are  at  very  low  risk  for  disease  related 
mortality,  BCG  must  be  used  with  caution. 
Although  less  effective  than  BCG,  agents  with 
less  toxicity  such  as  Thio-tepa  and  mitomycin 
C are  better  choices  as  first  line  agents  if  elim- 
ination of  recurrence  and  not  prevention  of 
disease  progression  is  the  treatment  goal. 

An  unresolved  issue  is  the  role  of  tumor 
implantation  at  the  time  of  primary  tumor  re- 
moval as  a cause  of  the  unparalleled  recur- 
rence rate  of  this  relatively  "benign"  neo- 
plasm. Based  upon  remarkable  results  in  an 
animal  model  we  are  currently  conducting  a 
phase  I/II  trial  of  low,  single  dose  cyclophos- 
phamide administered  systemically  at  time  of 
tumor  removal. 

Tumor  progression  to  muscle  invasion  oc- 
curs in  10-15%  of  patients  with  initially  non- 
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invasive  tumors.  Initial  tumor  stage  and  grade 
remain  the  best  predictors  of  progression. 
Lamina  propria  (submucosal)  invasion,  grade 
3/3  morphology  and/or  associated  carcinoma 
in  situ  (CIS)  are  harbingers  of  a poor  outcome. 
When  prevention  of  progression  is  the  pri- 
mary treatment  objective,  intravesical  BCG  is 
the  agent  of  choice  and  has  proven  effective 
in  treating  the  otherwise  "chemo-resistant" 
CIS.  Given  the  50%  mortality  associated  with 
muscle  invasive  disease,  these  patients  need 
to  be  followed  closely.  Patients  who  fail  to  re- 
spond to  2 6-week  cycles  of  BCG  should  be 
strongly  considered  for  early  cystectomy. 

Muscle-Invasive  Bladder  Cancer 

Radical  cystectomy  has  long  been  re- 
garded as  the  gold-standard  for  management 
of  patients  with  muscle-invading  bladder  car- 
cinomas. Unfortunately  5 year  overall-survival 
rates  following  radical  cystectomy  are  in  the 
50%  range,  with  the  majority  of  patients  failing 
with  distant  metastases.1  This  reinforces  the 
fact  that  the  presence  of  micrometastatic  dis- 
ease at  the  time  of  surgery  is  a clinically  rele- 
vant problem. 

Following  the  demonstration  in  the  mid- 
1980s  that  cisplatin-based  combination  chem- 
otherapy had  efficacy  in  treatment  of  meta- 
static urothelial  malignancies,  Scher  et  al  re- 
ported their  experience  utilizing  a combination 


'Intravesical  bacillus  Calmette- 
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regimen  of  methotrexate,  vinblastine,  doxo- 
rubicin and  cisplatin  (M-VAC)  as  neoadjuvant 
therapy  to  attempt  to  down-stage  the  primary 
bladder  tumor  and  treat  micrometastatic  dis- 
ease.2 Down-staging  of  primary  bladder  can- 
cers have  been  reported  in  20-70%  of  cases. 
However,  there  is  no  evidence  that  down- 
staging translates  into  a survival  advantage. 
Some  question  whether  the  2-3  months  re- 


quired to  administer  preoperative  therapy 
harms  patients  who  fail  to  respond  by  delay- 
ing definitive  therapy. 

In  an  attempt  to  clarify  the  role  of  neoad- 
juvant therapy,  the  National  Cancer  Institute 
(NCI)  has  designated  as  high  priority  the  on- 
going intergroup  study  comparing  3 cycles  of 
M-VAC  followed  by  cystectomy  vs  cystectomy 
alone.  Given  the  lack  of  data  demonstrating  a 
survival  advantage,  the  toxicity  to  the  patient 
and  the  expense,  the  use  of  neoadjuvant 
chemotherapy  should  be  considered  investi- 
gational. 

Prostate  Cancer 

Prostate  specific  antigen  (PSA)  was  first 
described  by  Wang  in  1979. 3 However,  it  was 
not  until  the  mid-1980s  that  it  found  wide- 
spread clinical  application.  The  value  of  fol- 
lowing serial  PSA  values  in  patients  after  "de- 
finitive" therapy  (i.e.,  radical  prostatectomy  or 
radiotherapy)  has  been  established,  but  the  role 
of  PSA  as  a prostate  cancer  screening  tool  re- 
mains very  controversial.4' 5 A recent  report  by 
Catalona  et  al  describing  an  improved  detec- 
tion rate  for  prostate  cancer  using  PSA  com- 
bined with  a rectal  exam  and  transrectal  ultra- 
sonography (TRUS)  has  generated  much 
interest  in  the  lay  public.6  While  a full  discus- 
sion of  PSA  as  a screening  tool  is  beyond  the 
scope  of  this  review,  several  significant  issues 
need  to  be  highlighted. 

Prostate  specific  antigen  utilized  inde- 
pendently is  not  a useful  screening  tool  as  it 
is  prostate  tissue-specific  rather  than  prostate 
cancer  specific.  Patients  with  benign  prostatic 
hypertrophy  (BPH)  frequently  have  abnormal 
PSA  values.  Several  large  studies  of  patients 
with  BPH  have  shown  elevated  PSA  values  in 
28  to  86%  of  patients.7-8  Also,  manipulation  of 
the  prostate  during  digital  rectal  (DRE)  and 
transrectal  ultrasound  examinations  are  known 
to  cause  transient  elevations  in  PSA.9 

While  recent  studies  demonstrate  that  PSA 
used  in  conjunction  with  DRE  and  TRUS  in- 
creases the  detection  rate  of  prostate  cancer, 
there  are  many  unresolved  issues  that  pre- 
clude the  routine  use  of  PSA  and  TRUS  as 
prostate  cancer  screening  tools  in  asympto- 
matic men.10- 11  Of  significant  concern  is  the 
lack  of  definitive  evidence  that  early  diagnosis 
and  therapy  (radical  prostatectomy  or  radio- 
therapy) result  in  improved  survival.  Another 
important  question  is  whether  widespread  ap- 
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plication  of  screening  with  these  modalities  will 
allow  clinicians  to  differentiate  clinically  rele- 
vant cancers  from  "histologic”  but  not  clini- 
cally significant  cancers. 

The  economic  implications  of  prostate 
cancer  screening  is  also  an  unresolved  and 
largely  unexplored  issue.  The  cost  of  a single 
screening  of  all  American  males  over  age  50 
for  prostate  cancer  utilizing  PSA,  DRE,  TRUS 
(and  follow-up  biopsies  when  indicated)  has 
been  estimated  at  $1.35  billion.12  The  associ- 
ated psychological  and  emotional  costs  asso- 
ciated with  false  positives  and  negatives  are 
incalculable. 

The  concept  of  maximal  androgen  block- 
ade (removal  of  both  the  testicular  and  adrenal 
source  of  testosterone)  for  treatment  of  met- 
astatic prostate  cancer  is  controversial.  Labrie 
et  al  reported  a 2-year  disease  free  interval  of 
60%  and  an  overall  survival  rate  of  80%  in  an 
uncontrolled  trial  of  the  luteinizing  hormone- 
releasing hormone  (LHRH)  agonist  ethy- 
lamide  plus  the  antiandrogen  flutamide  in  119 
patients  with  untreated  metastatic  prostate 
cancer.13  Crawford  et  al  in  a large  prospectively 
randomized,  double-blind  study  compared  the 
LHRH  agonist  leuprolide  plus  placebo  versus 
leuprolide  and  flutamide  and  reported  a sig- 
nificant difference  in  both  disease  free  and 
overall  survival.14  There  was  a statistically  sig- 
nificant improvement  in  survival,  the  im- 
provement was  in  the  range  of  6 to  7 months 
but  some  have  questioned  whether  the  im- 
provement in  survival  was  secondary  to  the 
negative  impact  in  disease  status  induced  on 
approximately  10%  of  patients  treated  with  lu- 
pron  and  placebo  who  experienced  an  LHRH- 
induced  testosterone  flare.  Resolving  this  is- 
sue is  important  from  a perspective  of  toxicity 
and  costs  since  combined  therapy  is  expensive 
($6000-7, 000/year)  and  associated  with  a some- 
what higher  incidence  of  side  effects.  The  on- 
going intergroup  study  was  designed  to  clarify 
the  role  of  maximal  androgen  ablation  by  re- 
moving the  confounding  issue  of  an  LHRH- 
induced  testosterone  flare  by  randomizing  pa- 
tients to  orchiectomy  alone  versus  orchiec- 
tomy plus  flutamide. 

Renal  Cell  Cancer 

Metastatic  renal  cell  carcinoma  remains  a 
difficult  therapeutic  dilemma.  Response  rates 
to  standard  hormonal  or  chemotherapeutic 
agents  are  in  the  5-25%  range  with  few  if  any 


long-term  survivors.  Biological  response  mod- 
ifiers, specifically  alpha  interferon  and  inter- 
leukin-2 with  or  without  LAK  cells  have  been 
extensively  evaluated  in  numerous  clinical 
trials  but  the  role  of  these  agents  in  patient 
management  remains  controversial.  Various 
studies  of  alpha  interferon  in  metastatic  renal 
cancer  have  provided  evidence  for  reprodu- 
cible response  rates  in  15-20%  of  patients,  with 
occasional  long-term  survivors.15  Good  prog- 
nostic factors  include  patients  with  a minimal 
tumor  burden  (i.e.,  primary  kidney  tumor  re- 
moved), lung  metastases  only  and  a good  per- 
formance status. 

Despite  the  early  enthusiasm  for  interleu- 
kin-2  and  LAK  cells  following  the  publication 
of  the  NCI's  series  reporting  a 35%  response 
rate,  subsequent  clinical  trials  using  the  same 
dose  and  schedule  reported  response  rates  of 
only  16%. 1617 

Recent  work  with  autolymphocyte  ther- 
apy — outpatient  infusion  of  suppressor  cell 
depleted  lymphocytes  "activated”  in  vitro  by 
an  autologous  lymphokine  mixture  — has 
shown  some  promising  early  results  with  min- 
imal toxicity.  However,  as  the  published  re- 
sults of  this  therapy  include  a relatively  small 
number  of  patients,  enthusiasm  for  this  ther- 
apy should  be  tempered  until  additional  con- 
firmatory trials  are  reported.18 
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For  Relief 
From  Workers 
Comp  Headaches, 
Tate  Two 
Aspirin  And 
Call  Us  In 
The  Morning. 


Announcing  a workers  compensation  program  exclusively  for  IMS  member  physicians. 

Call  us  about  the  new  Iowa  Medical  Society  Workers  Compensation  Safety  Group  Plan. 

This  new  program  has  a special  organization  and  emphasizes  safety  in  the  workplace.  It  is  designed  to  help 
you  reduce  risk  factors  and  gain  a competitive  advantage. 

In  addition,  the  program  is  underwritten  by  one  of  Iowa’s  oldest  and  strongest  insurance  providers,  the 
Farm  Bureau  Mutual  Insurance  Company,  the  company  endorsed  by  the  Iowa  Medical  Society  for  workers 
compensation  insurance  coverage.  And  state-approved  rates  authorized  for  use 
by  Farm  Bureau  Mutual  Insurance  will  enable  program  participants  to  obtain 

coverage  on  an  attractive  and  competitive  basis.  grvrn  a/  # 

For  coverage  information  specific  to  your  practice,  contact  IMS  SERVICES , fam^offinancml  Banning  services 

a subsidiary  of  the  Iowa  Medical  Society,  1001  Grand  Avenue,  West  Des  Moines,  farm  bureau  mutual 

IA  50265.  (515)  223-2816  or  (800)  728-5398.  WEST  DES  MOINES,  IOWA 


CME  with  a Clear  Conscience 


N SOME  CIRCLES,  CONTINUING  EDUCATION 
has  become  a sham.  Instances  of  courses 
being  presented  to  empty  auditoriums  while 
the  "participants'7  are  on  the  ski  slopes,  at  a 
sports  event  or  basking  on  a beach  have 
been  documented.  A recent  television  docu- 
mentary exposed  blatant  fraud  by  some 
professionals  attending  "education"  courses. 

Our  profession  is  not  the  only  one  to 
experience  this  problem.  Other  professionals 
engage  in  continuing  education  that  is  not 
really  educational.  The  presentation  of  "sem- 
inars" has  become  big  business  for  services 
not  related  to  hosptials  or  medical  colleges. 

In  this  issue  of  iowa  medicine,  Dr.  Rich- 
ard Caplan  presents  data  from  a survey  done 
by  the  U.  of  I.  College  of  Medicine's  Contin- 
uing Education  Committee.  The  survey  was 
designed  to  find  out  when,  where  and  in 
what  format  Iowa  physicians  prefer  to  get 
their  continuing  medical  education.  The  data 
presented  by  Dr.  Caplan  in  his  article  tell  us 
Iowa  physicians  are  very  concerned  about 
their  need  to  update  their  medical  knowl- 
edge or  fill  any  gaps  in  their  learning. 

Whether  it  is  CME  or  other  human  en- 
deavors, the  summer  months  take  their  toll. 
Vacation  time  becomes  uppermost  in  many 
workplaces.  At  the  IMS,  many  of  our  com- 
mittees become  temporarily  dormant,  as  do 
other  aspects  of  our  professional  and  per- 
sonal lives. 

During  these  lazy  days  of  summer, 
think  upon  the  months  to  come  when  plans 


will  be  made  for  fulfilling  the  required  hours 
of  continuing  medical  education  for  the  en- 
suing year.  Choose  wisely  and  with  a true 
desire  to  learn. 

If  a vacation  is  needed,  take  a real  vaca- 
tion. Enjoy  your  family  at  a delightful  place 
and  forget  medicine  for  a week  or  2.  Cer- 
tainly, members  of  our  profession  are  not  so 
short  of  funds  that  every  trip  or  vacation  out 
of  the  office  has  to  be  tax  deductible.  Enjoy 
a real  vacation  without  keeping  track  of 
every  dollar  you  spend.  Have  fun!  Then, 
when  you  attend  a well-organized  CME  pro- 
gram, get  the  most  you  can  from  it.  You  will 
be  rewarded  with  renewed  professional 
awareness.  You  will  have  a clear  conscience 
that  all  was  above  board. 

On  this  hot,  muggy  day  in  June  as  I 
faced  the  task  of  preparing  this  page  for  the 
August  issue,  it  is  easy  to  relate  to  the  "dog 
days,"  which  Webster  defines  as  "the  period 
between  early  July  and  early  September 
when  the  hot,  sultry  weather  of  summer 
usually  occurs  in  the  northern  hemisphere." 
What  will  it  be  like  when  August's  dog  days 
really  begin  to  bite? 

The  term  dog  days  has  its  origin  from 
the  time  of  the  heliacal  rising  of  the  Dog  Star 
(Sirius),  i.e.  the  first  rising  after  invisibility 
due  to  conjunction  with  the  sun.  So,  this 
month's  column  contains  a short  course  in 
astronomy  as  well  as  insight  into  human 
behavior  under  adverse  climactic  condi- 
tions.— M.E.A. 
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CME  Notebook 


Richard  M.  Caplan,  M.D. 


Are  Scientific  Physicians  Scientists? 


Occasionally,  a colleague  giving  vent 
to  an  impulse  of  teasing  nastiness  or 
an  urge  to  diminish  boredom  by  pushing  my 
button  will  challenge  my  fond  distinction  be- 
tween a physician-scientist  and  a scientific 
physician.  The  discussion  might  proceed  as 
follows: 

Antagonist:  Have  you  not  argued  that  a 
scientist  uses  scientific  methods,  including 
the  formulation  of  hypotheses  whose  truth 
will  follow  from  experiment  and  observa- 
tion, to  better  understand  the  physical  uni- 
verse? 

Caplan:  Yes. 

A:  And  have  you  not  urged  that  most 
encounters  between  doctor  and  patient  in- 
volve the  doctor's  generating  a hypothesis  to 
be  tested  by  the  patient's  progress  in  the 
laboratory  of  the  patient's  locus  — that  is, 
hospital,  home,  workplace  and  so  on.  In 
other  words,  the  physician  may  say,  "I  offer 
the  hypothesis  that  if  you  swallow  these  tab- 
lets as  I direct,  you  will  feel  better."  The 
doctor  later  establishes  whether  the  hypoth- 
esis was  supported.  Am  I right? 

C:  Yes. 

A:  Than  that  physician  is  a scientist. 

C:  Perhaps.  I can  follow  your  argument 
enough  to  understand  how  it  has  carried 
you  astray.  Your  scenario  misses  the  point 
in  2 ways.  First,  successful  prediction  by  it- 
self, and  in  small  numbers,  does  not  assure 
the  correctness  of  a hypothesis.  If  your  hy- 
pothetical physician  wished  to  structure  ade- 

Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at 
the  University  of  Iowa  College  of  Medicine. 


quate  repetitions  of  the  respective  experi- 
ments, keep  suitable  records  and  draw 
conclusions  based  on  logical  and  statistical 
reasoning,  I might  grant  your  point. 

A:  I'm  cheered  to  hear  that.  What  about 
the  second  way  in  which  you  think  my  sce- 
nario has  fallen  short? 

C:  Consider  the  relationship  of  adjective 
to  noun.  To  be  a scientific  physician  has  to 
do  with  the  sort  of  physician  one  is,  that  is, 
educated  in  the  knowledge  and  procedures 
of  science  that  relate  to  medical  work.  One's 
identification  and  purpose  is  carried  in  the 
noun;  the  adjective  adds  information  but 
does  not  transform  its  noun  into  a different 
entity.  For  example,  consider  an  apple.  If  I 
speak  of  it  as  a red  apple,  the  apple  is  not 
changed  into  a pumpkin,  nor  is  it  trans- 
formed into  a platonic  abstraction  of  red- 
ness. In  other  words,  a physician  employs 
techniques  designed  and  chosen  to  help  im- 
prove the  health  or  relieve  the  illness  — in- 
cluding worry  — of  patients.  An  under- 
standing of  the  physical  universe  will  likely 
improve  the  doctor's  success  rate  and  the 
physician's  work  may  add  new  knowledge 
about  the  physical  universe,  but  the  physi- 
cian's purpose  is  to  prevent  or  alleviate  ill- 
ness. Thus,  science  is  a means  to  that  end. 
For  the  physician-scientist,  the  purpose  is  to 
understand  the  universe.  That  knowledge  is 
an  end  unto  itself. 

A:  You  are  right. 

C:  (With  a flourish  of  victory)  Certainly. 
(But  we  will  not  speak  of  that  special  prob- 
lem of  the  "road  apple.") 
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IFMC  Case  Notes 


Heart  and  Lungs  Assessment 
Before  Sedation 


The  ifmc  often  finds  heart  and  lungs  as- 
sessments are  not  completed  before  pro- 
cedures performed  under  sedation,  or  the  heart 
and  lungs  assessments  are  performed  long  be- 
fore the  day  of  the  scheduled  procedure.  This 
composite  case  identifies  the  concerns  gener- 
ated from  a lack  of  a sufficient  workup  prior 
to  sedation. 

The  Case 

A 73-year-old  male  was  admitted  to  out- 
patient surgery  for  a colonoscopy  due  to  a his- 
tory of  left  lower  quadrant  pain  and  positive 
stools  for  occult  blood.  He  also  had  a history 
of  COPD.  Prior  to  the  procedure,  his  BP  was 
140/72  and  a radial  pulse  of  82  was  recorded. 

No  assessment  of  the  heart  and  lungs  was 
done  by  the  physician  prior  to  the  procedure. 
The  patient  was  sedated  with  IV  Demerol  50 
mg  and  IV  Valium  8 mg.  There  was  no  pro- 
vision for  monitoring  the  patient  during  the 
procedure. 

After  the  procedure,  his  BP  was  104/60 
without  an  assessment  of  pulse  rate. 

Reviewer  Comments 

This  patient  who  was  to  receive  IV  seda- 
tion, should  have  at  a minimum  received  an 
assessment  of  the  heart  and  lungs  by  auscul- 
tation the  day  of  the  scheduled  procedure. 

The  IFMC's  Comprehensive  Review  Com- 
mittee notes  that  any  sedation  (IV,  IM,  or  oral) 
especially  in  a patient  with  respiratory  com- 
promise, should  be  given  with  caution  regard- 


This  article  was  written  by  Curtis  Mock,  M.D.,  a family  practice 
physician  in  Onawa.  Dr.  Mock  is  an  IFMC  reviewer  and  a member  of 
the  IFMC's  Internal  Validity  Committee. 


less  of  the  type  of  procedure  to  be  performed 
(surgical  or  diagnostic).  At  a minimum,  the 
physician  should  do  a baseline  assessment  of 
the  patient  to  determine  the  status  of  the  heart 
and  lungs  by  auscultation  prior  to  sedation. 
Knowledge  of  the  patient's  cardio-respiratory 
status  based  on  this  evaluation  will  help  min- 
imize the  risks  of  sedation.  This  assessment 
will  serve  as  a guide  for  safe  dosing  and  the 
most  appropriate  route  of  administration. 

In  addition,  patients  with  a history  of  val- 
vular heart  disease  or  in-dwelling  pacemakers 
require  prophylactic  antibiotics  for  many  pro- 
cedures. If  the  patient  is  not  evaluated  prior 
to  these  procedures  the  patient  may  be  placed 
at  significantly  increased  and  unnecessary  in- 
fective risk. 

According  to  HCFA  guidelines,  this  is  de- 
termined to  be  a quality  concern  with  an  as- 
signed severity  level  II.  A severity  level  II  is 
defined  by  HCFA  as  a confirmed  quality  prob- 
lem with  the  potential  for  significant  adverse 
patient  effects. 

HCFA  guidelines  indicate  a physician 
must  examine  the  patient  immediately  before 
a procedure  to  evaluate  the  risk  of  anesthesia 
in  relationship  to  the  procedure.  The  guide- 
lines also  note  a history  and  physical  are  re- 
quired regardless  of  the  type  of  anesthesia 
planned  and/or  given. 

For  more  information  about  workup  prior 
to  sedation,  please  reference  the  section  enti- 
tled, Conscious  sedation/local  anesthetic  with  se- 
dation or  regional  blocks  (IV  block  or  axillary  block) 
in  ''Outpatient/Ambulatory  Surgery  Docu- 
mentation Guidelines"  which  appears  on  page 
3 of  the  May,  1991,  IFMC  News  (volume  7, 
issue  2). 
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Iowa  Department  of  Public  Health 


Promoting  Breastfeeding 


Almost  all  health  professionals  endorse 
breastfeeding.  However,  mothers  need 
more  than  advice  about  which  feeding  prac- 
tices are  best.  The  IDPH,  the  Iowa  Special  Sup- 
plemental Food  Program  for  Women,  Infants 
and  Children  (WIC)  and  the  Iowa  Section  of 
the  American  Academy  of  Pediatrics  are  col- 
laborating to  promote  breastfeeding  in  Iowa. 

Despite  the  advantages  of  breastfeeding 
and  the  fact  that  almost  all  women  are  phys- 
ically able  to  breastfeed,  many  choose  not  to 
breastfeed  or  discontinue  breastfeeding  early. 
About  55%  of  infants  in  the  United  States  and 
49%  of  infants  in  Iowa  are  breastfed  in  the  first 
days  after  birth.  Only  27%  of  infants  nationally 
and  22%  of  Iowa  infants  are  still  breastfed  when 
they  are  6 months  old.  Even  lower  rates  are 
reported  in  low-income  groups  and  ethnic  mi- 
norities. 

Grant  to  Promote  Breastfeeding 

WIC  promotes  breastfeeding  as  the  best 
way  to  feed  infants.  WIC  staff  advocate  breast- 
feeding, help  women  make  informed  deci- 
sions and  support  their  decisions.  Local  agency 
WIC  staff  support  clients  through  peer  sup- 
port programs  and  counseling.  Working  with 
community  hospitals  also  increases  the  breast- 
feeding services  for  pregnant  and  breastfeed- 
ing women.  These  networks  have  led  to  more 
referrals,  joint  staff  in-services  and  other  col- 
laborative efforts. 

Public  Law  101-147,  the  WIC  Reauthori- 
zation Legislation  of  1989,  specifies  that  $8  mil- 
lion in  grants  be  spent  annually  for  breast- 
feeding promotion  and  support  programs.  In 
Iowa,  a minimum  of  $65,000  will  be  used  to 
promote  breastfeeding  this  fiscal  year.  With 
these  additional  resources,  the  Iowa  WIC  pro- 

This  information  on  public  health  matters  is  furnished  and  spon- 
sored by  the  Iowa  Department  of  Public  Health. 


gram  is  targeting  activities  to  the  general  pop- 
ulation because  all  women  need  more  infor- 
mation and  support  so  they  can  serve  as  role 
models. 

Collaborative  Effort 

In  1986,  the  Iowa  Lactation  Task  Force  was 
formed  to  work  on  increasing  Iowa's  breast- 
feeding rate.  In  1990,  the  group  expanded  its 
membership  to  include  representatives  of 
professional  associations,  organizations  and 
consumers. 

Organizations  and  associations  repre- 
sented on  the  task  force  include  consumers. 
Family  Planning  Council  of  Iowa,  Iowa  Acad- 
emy of  Family  Physicians,  Iowa  Association  of 
Nurse  Practitioners,  Iowa  Chapter  of  the 
American  Academy  of  Pediatrics,  Iowa  De- 
partment of  Education,  Iowa  Department  of 
Public  Health  (including  WIC),  Iowa  Dietetic 
Association,  Iowa  Hospital  Association,  Iowa 
Nurses  Association,  Iowa  Section  of  the  Amer- 
ican College  of  Obstetricians  and  Gynecolo- 
gists, La  Leche  League  and  the  Nurse  Asso- 
ciates of  the  College  of  Obstetrics  and 
Gynecologists. 

Objectives  for  the  task  force  include  in- 
creased breastfeeding  prevalence  and  dura- 
tion and  increased  support  services  to  breast- 
feeding women.  To  increase  the  rate  and 
duration  of  breastfeeding,  the  Iowa  Lactation 
Task  Force,  with  assistance  from  other  groups, 
must  change  the  public's  attitudes  and  influ- 
ence behavior  of  parents.  Policy  makers,  leg- 
islators, health  professionals  and  other  key 
groups  must  be  convinced  that  breastfeeding 
offers  unique  advantages  to  mothers  and  in- 
fants. The  Iowa  WIC  program  and  the  IDPH 
are  excited  about  the  far-reaching  effects  these 
activities  may  have  on  the  health  of  mothers 
and  children  in  Iowa. 
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About  Iowa  Physicians 


Dr.  Peter  Stephens,  formerly  of  Bettendorf, 
has  joined  Weland  Clinical  Laboratories,  P.C., 
Cedar  Rapids.  Dr.  Mark  Zlab  has  joined  Dr. 
Thomas  Ericson  and  Dr.  Steven  Herwig  at 
Otolaryngology-Head  and  Neck  Surgical 
Asosciates  in  Des  Moines.  Dr.  Zlab  received 
the  M.D.  degree  from  the  University  of  Ne- 
braska College  of  Medicine,  Omaha,  Nebraska 
and  completed  residencies  at  Veterans  Admin- 
istration Hospital,  Des  Moines  and  the  Uni- 
versity of  Nebraska.  Dr.  Paul  Seebohm, 
U.  of  I.  College  of  Medicine,  was  recently 
awarded  the  Distinguished  Alumni  Award  at 
the  University  of  Cincinnati  College  of  Medi- 
cine's annual  alumni  banquet.  Dr.  Seebohm 
was  recognized  for  his  contributions  as  a sci- 
entist, physician,  teacher  and  administrator  for 
more  than  40  years  at  the  U.  of  I.  Dr.  Jay 
Ginther,  Bluff  Medical  Center  in  Clinton,  pre- 
sented a paper  on  total  knee  replacement  to 
the  International  Society  of  the  Knee  in  To- 
ronto, Ontario,  Canada.  Dr.  Stephen  Stefani, 
director  of  anesthesia  and  the  intensive  care 
unit  at  Broadlawns  Medical  Center,  Des 
Moines,  has  been  elected  president  of  the  Iowa 
Society  of  Anesthesiologists.  Dr.  Jeanne  Smith, 
professor  emeritus  of  otolaryngology,  U.  of  I. 
College  of  Medicine,  was  a lead  speaker  at  a 
Copenhagen,  Denmark  conference  on  increas- 
ing worldwide  incidence  of  hay  fever,  asthma 
and  other  diseases  of  the  nose.  Dr.  Nicholas 
Messamer  has  joined  Drs.  Keith  Campbell, 
Lawrence  Grahek  and  Tobin  Jacks  at  Mercy 
Clinic  in  Oskaloosa.  Dr.  Messamer  received 
the  M.D.  degree  from  the  U.  of  I.  College  of 
Medicine  and  completed  a family  practice  res- 
idency at  Iowa  Lutheran  Hospital,  Des  Moines. 
The  1990-91  Physician  of  the  Year  Award  was 
recently  given  to  Dr.  Norman  Rose,  a Corydon 
general  surgeon.  Dr.  Warren  Bower,  chief  of 
surgery  at  Grinnell  General  Hospital,  has  been 
named  president  of  the  Iowa  Academy  of  Sur- 
gery. Dr.  David  Coster  has  joined  Surgical  As- 
sociates of  Grinnell.  Dr.  Coster  received  the 
M.D.  degree  from  the  University  of  Oklahoma 
College  of  Medicine,  Oklahoma  City,  Okla- 


homa and  completed  a general  surgery  resi- 
dency at  Iowa  Methodist  Medical  Center,  Des 
Moines.  Dr.  Arthur  Benetti  has  retired  after 
26  years  of  medical  practice  in  Belmond.  Dr. 
Benetti  received  the  M.D.  degree  at  the  Uni- 
versity of  Michigan  Medical  School,  Ann  Ar- 
bor, Michigan  and  served  a residency  at  the 
Veterans  Administration  Hospital,  Des 
Moines.  Dr.  Linda  Hill  has  joined  Family 
Practice  Associates  of  Indianola.  Dr.  Hill  re- 
ceived the  D.O.  degree  from  the  University  of 
Osteopathic  Medicine  and  Health  Sciences, 
Des  Moines  and  completed  an  internship  at 
Osteopathic  Hospital,  Portland,  Maine.  Dr. 
Robert  Bischoff,  family  practice  physician  in 
Lime  Springs  and  Cresco,  was  recently  named 
a diplomate  of  the  American  Board  of  Family 
Practice.  Dr.  Keith  Probst  has  begun  medical 
practice  in  Swea  City.  Dr.  Probst  received  the 
M.D.  degree  from  Southern  Illinois  School  of 
Medicine,  Springfield,  Illinois  and  served  a 
family  practice  residency  at  Mercy-St.  Luke's 
Hospital,  Davenport.  Prior  to  locating  in  Es- 
therville.  Dr.  Probst  practiced  in  Pinckney- 
ville,  Illinois.  Dr.  Douglas  Miedema  has  joined 
Family  Medicine  Clinic  in  Oscelola.  Dr.  Mie- 
dema received  the  D.O.  degree  from  the  Uni- 
versity of  Osteopathic  Medicine  and  Health 
Sciences,  Des  Moines  and  completed  a family 
practice  residency  in  Sioux  City.  Dr.  Russell 
Noyes,  Jr.,  Iowa  City,  has  been  elected  pres- 
ident of  the  American  Academy  of  Psycho- 
somatic Illness. 


Deaths 


Dr.  Gary  Hayes,  55,  Cedar  Rapids,  died  May 
25.  Dr.  Hayes  received  the  M.D.  degree  from 
the  U.  of  I.  College  of  Medicine  and  served  an 
internship  at  St.  Luke's  Hospital,  Cedar  Rap- 
ids. Dr.  Hayes  practiced  in  Eldora  for  7 years 
until  1972  when  he  began  practice  in  Cedar 
Rapids. 
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Classified  Advertising 


CLASSIFIED  ADVERTISING  RATE  — $3  per  line , $30 
minimum  per  insertion.  NO  CHARGE  TO  MEMBERS 
OF  IOWA  MEDICAL  SOCIETY.  Copy  deadline  — 1st 
of  the  month  preceding  publication. 

MANKATO  CLINIC,  LTD.  — A progressive  group  practice  is  seeking 
BE/BC  physicians  in  the  following  specialties:  dermatology,  family 
practice,  gastroenterology,  invasive  cardiology,  oncology/hematology, 
pediatrics,  urology,  orthopedic  surgery,  pulmonology  and  general  in- 
ternal medicine.  The  Mankato  Clinic  is  a 50-doctor  multispecialty  group 
practice  in  south  central  Minnesota  with  a trade  area  population  of 
+ 250,000.  Guaranteed  salary  first  year,  incentive  thereafter  with  full 
range  of  benefits  and  liberal  time  off.  For  more  information,  call  Roger 
Greenwald,  Executive  Vice  President  or  Dr.  B.C.  McGregor,  President 
at  507/625-1811  or  write  501  Holly  Lane,  Mankato,  Minnesota  56001. 


LONE  TREE,  IOWA  — Longtime  established  general  practice  and 
equipped  2-person  clinic.  Available  June  1, 1992.  25  minutes  from  Iowa 
City,  Mercy  Hospital,  University  Hospitals.  I am  retiring  after  32  years 
of  practice  in  this  progressive  community  of  1100,  with  46-bed  care 
center  (JCAH  accredited)  and  school  K-12.  For  more  information  contact 
Keith  F.  Mills,  M.D.,  107  Jayne  St.,  Lone  Tree,  Iowa  52755  or  call  319/ 
629-4214  (office),  319/629-4220  (residence). 


FAMILY  PRACTICE,  HOSPITAL  SPONSORED  CLINIC  OPPORTU- 
NITY — Dynamic,  growth-oriented  hospital  in  beautiful  north  central 
Wisconsin  is  seeking  family  physicians  to  join  a growing  practice  in  a 
new  facility.  The  administrative  burdens  of  medical  practice  will  be 
minimized  in  this  hospital-managed  clinic.  The  hospital  has  committed 
to  an  income  and  benefit  package  which  is  significantly  higher  than 
similar  opportunities.  Package  includes  base  income,  incentive  bonus, 
malpractice,  disability,  signing  bonus  and  student  loan  reduction/ for- 
giveness program.  All  relocation  costs  will  be  borne  by  the  hospital. 
Please  contact  Kari  Wangsness,  Associate,  The  Chancellor  Group,  Inc., 
France  Place,  Suite  920, 3601  Minnesota  Drive,  Bloomington,  Minnesota 
55435;  612/835-5123. 


FAMILY  PHYSICIAN  NEEDED  — To  join  an  established  2-man  rural 
clinic  in  State  Center,  Iowa.  Close  to  Ames,  Marshalltown  and  Des 
Moines.  Opportunity  for  practice  ownership.  Contact  Drs.  Robinson 
and  Taylor,  State  Center,  Iowa  50247  or  phone  515/483-2141. 


URGENT  CARE  — Marshfield  Clinic  is  seeking  physicians  trained  and 
certified  in  primary  care  (FP,  IM,  PD  or  EM)  to  join  newly  developing 
urgent  care  practice  in  Marshfield,  Wisconsin.  Specialists  representing 
all  branches  of  medicine  and  surgery  provide  support  care  and  services. 
A full-time  physician  will  work  45-50  hours/week,  usually  4 12-hour 
days,  including  periodic  weekends  and  holidays.  Opportunities  exist 
to  combine  this  practice  with  ER  if  desired.  Marshfield  was  recently 
designated  by  American  Demographics  as  one  of  the  best  small  cities 
in  the  Midwest  and  America.  Wisconsin  offers  a wonderful  4 season 
recreation-oriented  life-style  and  this  position  with  fixed  hours  will 
afford  the  leisure  time  to  enjoy  it.  Compensation  includes  a competitive 
salary  and  one  of  the  finest  fringe  benefit  packages  in  the  country.  If 
you  would  like  to  combine  professional  excellence  with  personal  sat- 
isfaction, please  send  CV  and  references  to  David  L.  Draves,  Director, 
Physician  Staffing,  1000  North  Oak  Avenue,  Marshfield,  Wisconsin 
54449  or  call  1-800/826-2345,  ext.  5376. 


KANSAS/MISSOURI  — Emergency  Medical  Services,  Inc.,  (EMS),  the 
leader  in  providing  Kansas  City  with  quality  emergency  medicine,  is 
currently  seeking  primary  care  and  ABEM  Certified  and  prepared  phy- 
sicians for  excellent  full-time  and  part-time  opportunities  in  emergency 
medicine.  Facilities  range  from  3,000  to  20,000  patient  visits  per  year. 
Originating  in  1975,  our  unique  philosophy  has  gained  us  the  confi- 
dence and  trust  of  our  client  hospitals,  enabling  us  to  provide  them 
with  quality  emergency  medicine  care  for  15  consecutive  years.  For  more 
information  regarding  these  excellent  opportunities,  please  contact  Ju- 
dith M.  Iggens,  Physician  Recruiter  at  Emergency  Medical  Services, 
Inc.,  3101  Broadway,  Suite  1000,  Kansas  City,  Missouri  64111,  800/821- 
5147. 


OCCUPATIONAL  MEDICINE  OPPORTUNITY  — Opportunities  avail- 
able for  permanent  part-time  positions  in  occupational  medicine  in  the 
Kansas  City  metropolitan  area.  Responsibilities  include  pre-employ- 
ment screenings,  periodic  evaluations  and  evaluation  and  treatment  of 
work  related  injuries.  Previous  experience  in  occupational  medicine  is 
desirable,  however,  training  in  general  surgery,  orthopedic  surgery, 
internal  medicine  or  family  practice  may  be  acceptable.  Because  this  is 
a part-time  position,  we  are  looking  for  a physician  interested  in  having 
scheduling  flexibility  to  ensure  the  maximum  use  of  your  spare  time 
for  those  important  “extra  curricular"  activities.  If  you  are  interested 
in  these  positions,  please  contact  Judith  M.  Iggens,  Professional  Re- 
lations, 3101  Broadway,  Suite  1000,  Kansas  City,  Missouri  64111,  800/ 
821-5147. 


ARE  YOU  SEEKING  A POSITION  IN  NEONATOLOGY,  ORTHO- 
PEDICS, DERMATOLOGY,  ALLERGY,  RADIOLOGY  OR  GENERAL/ 
VASCULAR  SURGERY?  — We  have  openings  in  Ohio,  Michigan,  Mis- 
souri, Wisconsin  and  Nebraska.  Attractive  guarantees  and  benefit  pack- 
ages. Single  or  multispecialty  groups.  To  discuss  your  practice  pref- 
erences and  these  opportunities  please  call  our  toll  free  number,  1-800/ 
243-4353  or  send  your  CV  to  STRELCHECK  & ASSOCIATES,  INC., 
10624  N.  Port  Washington  Road,  Mequon,  Wisconsin  53092. 


PHYSICIANS  NEEDED  — 17-physician  multispecialty  group  needs  FP, 
IM,  OB/GYN  and  PEDS.  Located  on  the  edge  of  the  Ozarks  only  1 hour 
from  St.  Louis.  Excellent  community  to  raise  a family.  Excellent  school 
systems  and  a service  area  of  200,000  residents.  Excellent  benefits.  Con- 
tact Ronald  Stevens,  Administrator,  Medical  Arts  Clinic,  301  West  Lib- 
erty St.,  Farmington,  Missouri  63640  or  call  314/756-6751. 


FAMILY  PRACTICE,  OB/GYN  AND  INTERNAL  MEDICINE  — Posi- 
tions are  available  in  a variety  of  settings  from  central  Ohio,  through 
Michigan,  Indiana,  Wisconsin  and  Illinois  to  the  rolling  plains  of  Kan- 
sas. Single  or  multispecialty  groups  or  solo  with  call  coverage.  Attrac- 
tive guarantees  and  benefits.  For  more  information  please  contact  our 
toll  free  number,  1-800/243-4353  or  send  your  CV  to  STRELCHECK  & 
ASSOCIATES,  INC.,  10624  N.  Port  Washington  Road,  Mequon,  Wis- 
consin 53092. 


FAMILY  PRACTICE,  MINNESOTA  & WISCONSIN  — Physician  needed 
for  broad  based  practice  in  exceptional  rural  community  in  Minnesota. 
Shared  call,  fully  equipped  and  staffed  office,  outstanding  hospital, 
excellent  guaranteed  compensation,  full  benefits  and  bonus.  In  Wis- 
consin, a multispecialty  group  of  16  physicians  seeks  BE/BC  physician 
for  partnership.  Less  than  one  hour  from  metro  area.  For  this  and  other 
opportunities  in  the  Upper  Midwest,  send  CV  to  Mary  Jo  Cordes,  MD 
Search,  P.O.  Box  21507,  St.  Paul,  Minnesota  55121  or  call  612/454-7291. 
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ROBERT  A.  HAYNE,  M.D. 
THOMAS  A.  CARLSTROM,  M.D. 
DAVID  |.  BOARINI,  M.D. 

1215  PLEASANT,  SUITE  608 
DES  MOINES  50309 
515/283-5760 

NEUROLOGICAL  SURGERY 


OPHTHALMOLOGY 


NORTH  IOWA  EYE  CLINIC,  P.C. 

ADDISON  W.  BROWN,  JR.,  M.D. 

MICHAEL  L.  LONG,  M.D. 

BRADLEY  L.  ISAAK,  M.D. 

RANDALL  S.  BRENTON,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 

GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 

WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D. 

RUSSELL  H.  WATT,  M.D. 

JOHN  M.  GRAETHER,  M.D. 

RUSSELL  R.  WIDNER,  M.D. 

GILBERT  W.  HARRIS,  M.D. 

JAMES  A.  DAVISON,  M.D. 

NORMAN  F.  WOODLIEF,  M.D. 

ERIC  W.  BLIGARD,  M.D. 

DAVID  D.  SAGGAU,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/754-6200 
SATELLITE  OFFICES: 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

300  SOUTH  KENYON  ROAD 
FORT  DODGE  50501 
515/576-7777 

516  SOUTH  DIVISION  STREET 
CEDAR  FALLS  50613 
319/277-0103 

OPHTHALMIC  ASSOCIATES,  P.C. 

ROBERT  D.  WHINERY,  M.D. 

STEPHEN  H.  WOLKEN,  M.D. 

ROBERT  B.  GOFFSTEIN,  M.D. 

LYSE  S.  STRNAD,  M.D. 

540  E.  JEFFERSON,  SUITE  201 
IOWA  CITY  52245 
319/338-3623 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D. 

JAMES  W.  WHITE,  M.D. 

CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 

IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D. 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

MARK  K.  ZLAB,  M.D. 

1215  PLEASANT,  SUITE  408 
DES  MOINES  50309 
515/283-5780 
1/800/248-4443 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 

PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

ROBERT  G.  SMITS,  M.D.,  P.C. 

1040  5TH  AVENUE 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 


PATHOLOGY 


LABORATORY  OF  CLINICAL  MEDICINE 
DAVID  W.  GAUGER,  M.D. 

ROBERT  L.  MAAS,  M.D. 

L.  JEFF  RISSMAN,  M.D. 

11380  AURORA  AVENUE 
DES  MOINES  50322 
515/276-8402 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


REHABILITATION  MEDICINE  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 
CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

YOUNKER  REHABILITATION 
CENTER 

IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 
515/283-6434 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 
HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL 
SERVICES  FOR  ADULTS,  ADOLESCENTS, 
CHILDREN  AND  INFANTS 


PULMONARY  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & CRITICAL 
CARE  ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 

DONALD  L.  BURROWS,  M.D. 

MICHAEL  WITTE,  D.O. 

PULMONARY  DISEASES 
1601  NW  114TH,  SUITE  347 
DES  MOINES  50325-7072 
24  HOUR  515/224-1777 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  O.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 

SINESIO  MISOL,  M.D. 

411  LAUREL,  SUITE  3300 
DES  MOINES  50314 
515/247-8400 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

SURGICAL  AFFILIATES,  P.C. 

JAMES  M.  CATERINE,  M.D.,  F.A.C.S. 

C.  DAVID  SMITH,  M.D. 

KATHLEEN  L.  SMITH,  M.D. 

KENDALL  REED,  D.O.,  F.A.C.O.S. 

STEVEN  A.  CAHALAN,  M.D. 

ONYEBUCHI  UKABIALA,  M.D.,  F.R.C.S. 
JOHN  STERN,  M.D. 

411  LAUREL,  SUITE  2100 
MERCY  MEDICAL  PLAZA  EAST 
DES  MOINES  50314 
515/247/3266 

GENERAL,  THORACIC,  VASCULAR, 
ONCOLOGIC  AND  PEDIATRIC  SURGERY 

WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/283-5767 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 
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In  the  Public  Interest 


A Friend  to  Those  It  Serves 


IN  his  inaugural  address  before  the  Amer- 
ican Medical  Association  House  of  Dele- 
gates in  June,  Dr.  John  Ring  made  this  state- 
ment about  his  organization  and  the  physicians 
across  America  who  are  its  members. 

"What  you  see  now  is  an  AMA  that's  will- 
ing to  listen  to  everyone's  point  of  view.  What 
you  see  now  is  an  AMA  that  has  examined  its 
values  and  sharpened  its  focus  to  emphasize 
education,  ethics  and  patient  welfare  and  to 
represent  American  medicine  as  a friend  to 
those  it  serves." 

The  AMA  tradition  of  concern  for  Amer- 
icans' good  health  was  in  the  spotlight  at  the 
AMA's  Annual  House  of  Delegates,  as  dem- 
onstrated by  the  following  public  health  res- 
olutions acted  on  by  physician  delegates  (in- 
cluding the  Iowa  delegation).  . . 

AIDS  and  HIV-Positive 
Physicians 

The  AMA  believes  physicians  who  are  HIV 
positive  should  refrain  from  doing  invasive 
procedures  which  carry  an  identifiable  risk  to 
the  patient.  The  AMA  supports  mandatory 
HIV  testing  of  blood  and  blood  fraction  do- 
nors, breast  milk  donors,  organ  and  transplant 
tissue  donors  and  donors  of  semen  or  ova  for 
artificial  conception.  The  AMA  agrees  that  HIV- 
infected  people  should  not  be  permitted  to  im- 
migrate to  the  U.S.  The  AMA  supports  uni- 
form protection  of  the  identity  of  those  with 
HIV  infection  or  disease. 

Pickup  Truck  Injuries 

The  AMA  will  develop  model  state  leg- 
islation prohibiting  any  person  from  riding  in 
the  back  of  a pickup  truck  which  is  not 
equipped  with  appropriate  restraint  devices 
and  protection. 


Nutrition  Education 

The  AMA  will  urge  federal  government 
to  develop  and  implement  dietary  guidelines 
for  the  nation  and  will  provide  input  in  the 
formation  of  those  guidelines  so  they  are  es- 
tablished on  the  basis  of  sound  scientific  prin- 
ciples. 

Cigarette  Health  Warnings 

The  AMA  will  lobby  for  legislation  that 
would  require  an  increase  in  the  size  of  the 
warning  label  on  cigarette  packages  and  re- 
affirm existing  policy  to  require  such  labels  to 
include  the  statement  "Smoking  is  addictive 
and  may  result  in  death." 

Biomedical  Research 

The  AMA  will  work  with  Congress  to  es- 
tablish a uniform  method  of  assuring  a prompt, 
unbiased  scientific  review  of  federally  funded 
research  projects  before  grants  or  contracts  can 
be  withheld  from  any  investigator  or  institu- 
tion; work  with  Congress  to  oppose  legislation 
which  inappropriately  restricts  the  choice  of 
scientific  models  and  use  of  animals  in  re- 
search; support  the  law  which  makes  it  a fed- 
eral crime  to  trespass  or  destroy  labs  where 
biomedical  research  is  conducted. 

Once  again,  physicians'  concern  for  their 
patient's  general  welfare  dominates  organized 
medicine's  agenda.  As  Dr.  Ring  concluded, 
"The  course  the  AMA  has  chosen  is  the  course 
of  professionalism,  patient  advocacy  and  per- 
sonal sacrifice.  It  is  the  way  of  helping  all  doc- 
tors be  better  doctors." 


August  1991 
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President's  Privilege 


R.  Bruce  Trimble,  M.D. 


Health  Care  Reform 
Requires  Tort  Reform 


The  intensifying  discussions  on  reform 
of  the  health  care  delivery  system  are 
based  largely  on  the  desire  to  control  costs. 
This  is  perfectly  understandable  in  light  of 
our  many  other  societal  needs,  the  sad  state 
of  national  and  state  budgets  and  the  impact 
of  health  care  benefits  on  profitability  and 
international  competitiveness  of  American 
businesses.  Firmly  controlling  health  care 
costs  will  mean  rationing.  Public  discussions 
like  those  now  taking  place  in  Oregon  will 
occur  in  other  areas.  These  discussions  are 
important  and  overdue.  The  public  - — our 
present  and  future  patients  — needs  to  un- 
derstand the  issues  and  participate  in  the 
decision-making. 

When  resources  for  something  as  impor- 
tant as  health  care  must  be  limited,  efficient 
use  of  these  resources  becomes  critical.  It  is 
not  acceptable  to  deny  potentially  useful 
care  if  money  is  wasted  on  unnecessary  or 
ineffective  services.  Organized  medicine  has 
taken  the  lead  in  calling  for  better  evaluation 
of  new  technology,  development  of  practice 
parameters  and  appropriate  use  of  small 
area  analysis  and  various  severity  and  out- 
come measures. 

Ready  acceptance  and  wide  use  of  such 
information  will  require  tort  reform.  It  is  dif- 
ficult to  guide  our  practices  by  cost/benefit 
considerations  when  we  know  that  if  an  ad- 
verse outcome  results  in  a suit,  the  plaintiffs 
attorney  may  seek  to  convince  a lay  jury  that 
the  results  could  have  been  different  had  we 
only  done  one  more  test  or  procedure.  In  a 
recent  national  poll,  physicians  cited  profes- 


sional liability  as  the  factor  which  most  inter- 
fered with  clinical  decision  making. 

I believe  this  point  is  apparent  to  all  in- 
volved in  thoughtful  consideration  of  health 
care  reform.  Most  proposals  advanced  so  far 
include  tort  reform.  Several  liability  reform 
measures  were  introduced  this  year  in  the 
U.S.  Senate.  It  has  long  been  recognized 
that  the  present  tort  system  increases  costs 
because  of  expensive  liability  insurance  pre- 
miums and  limits  access  to  some  services, 
such  as  obstetrics.  New  is  the  recognition 
that  the  worst  consequence  of  the  present 
system  may  be  defensive  medicine,  as  this 
results  in  additional  services  and  a potential 
reluctance  to  fully  implement  cost-effective- 
ness guidelines.  The  AM  A estimates  that  lia- 
bility premiums  and  defensive  medicine  add 
$20  billion  yearly  to  physician  costs.  Con- 
sider what  even  a partial  diversion  could  do 
to  lower  costs  and  increase  access. 

Tort  reform  is  politically  difficult.  We 
may  not  be  able  to  make  a major  legislative 
push  in  Iowa  until  there  again  is  a crisis  pre- 
cipitated by  the  inevitable  turn  of  the  insur- 
ance cycle.  But  we  can  urge  our  congres- 
sional delegation  to  support  national  tort 
reform  and  discuss  the  situation  with  pa- 
tients and  the  public.  We  may  find  new  un- 
derstanding and  new  support  on  the  issue. 


R.  Bruce  Trimble,  M.D. 

President 
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Identifying  Drug  Exposed  Infants 


RIZWAN  SHAH,  M.D. 
Des  Moines,  Iowa 


How  can  physicians  determine  when 
a drug  screen  is  indicated  for  a preg- 
nant woman  or  a newborn  infant? 
The  author , a member  of  the  Iowa 
Council  on  Chemically  Exposed  In- 
fants, provides  guidelines. 


• An  uncomplicated  full  term  pregnancy 
ends  in  still  birth  24  hours  after  a normal  NST. 
The  sudden  fetal  demise  baffles  health  workers  un- 
til the  woman's  husband  discloses  to  the  nurses 
that  his  wife  had  been  on  a "crack  binge"  for  a 
few  days  before  the  child's  still  birth. 

• A 6-week-old  infant  is  seen  for  the  fourth 
time  in  a midwest  pediatric  emergency  room  due 
to  fussiness,  irritability,  vomiting,  staring  gaze 
and  shaking  of  2 weeks  duration.  No  neonatal 
risk  factors  are  identified.  Neither  are  there  focal 
signs  of  infection.  Baby  has  compulsive  suck, 
tight  fists  and  increased  muscle  tone  in  extremi- 
ties with  tremors.  The  constantly  crying  child  is 
inconsolable.  The  infant  has  undergone  4 formula 
changes  and  2 complete  septic  work  ups  in  the 
last  2 weeks.  The  examining  physician  questions 
mother  about  perinatal  drug  abuse  and  receives 
an  affirmative  response.  "You  are  the  first  person 
who  asked  about  it,"  she  comments. 


Dr.  Shah,  a pediatrician,  is  director  of  the  Family  Ecology  Center 
in  Des  Moines. 


The  first  case  happened  in  New  York 
City,  the  second  in  Des  Moines.  New 
York  City  and  Des  Moines  do  have  some- 
thing in  common  — pregnancies  affected  by 
drugs  and  infants  exposed  to  perinatal  drug 
abuse.  There  are  multiple  barriers  to  effec- 
tive service  programs  for  this  special  popula- 
tion, a significant  one  being  identification  of 
chemically  dependent  pregnant  women  and 
drug  exposed  infants. 

While  being  sensitive  to  the  issue  of 
confidentiality  and  individual  freedom  as  it 
relates  to  a chemically  dependent  pregnant 
client,  health  professionals  need  to  consider 
their  responsibility  to  identify  risks  which 
will  have  significant  impact  on  the  outcome 
of  pregnancy  and  unborn  child.  Health  pro- 
viders for  infants  must  assess  all  risk  factors 
including  perinatal  drug  exposure  which 
may  compromise  outcome  for  the  child. 

Efforts  of  many  concerned  individuals 
resulted  in  Iowa  legislation  for  drug  affected 
babies.  The  legislation  provides  immunity 
from  liability  for  physicians  testing  babies  for 
perinatal  drugs  if  the  physician  has  reason 
to  suspect  such  risk  exists.  The  law  went 
into  effect  in  July  of  1990.  Under  current 
law,  physicians  must  report  all  positive  drug 
tests  on  infants  to  the  local  human  services 
office  in  the  same  manner  in  which  child 
abuse  is  reported.  Presence  of  drugs  in  in- 
fants doesn't  constitute  grounds  for  a deter- 
mination of  child  abuse  or  for  criminal  pros- 
ecution of  the  mother,  but  does  allow  the 
Department  of  Human  Services  to  investi- 
gate and  offer  assistance. 

The  National  Association  of  Perinatal 
Addiction  and  Research  offers  the  following 
guidelines  for  identifying  drug  affected  preg- 
nancy and  infants  through  medically  indi- 
cated drug  screen. 
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Drug  screen  in  a pregnant  woman  is  in- 
dicated based  on  past  or  current  history  of: 

• Substance  abuse 

• Prostitution 

• No  prenatal  care 

• Unexplained  fetal  demise 

• Precipitous  labor 

• Abruptio  placenta 

• Hypertensive  episodes 

• Severe  mood  swings  and  other  behav- 
ior indicators 

• Cerebrovascular  accidents/myocardial 
infarction  in  pregnant  women 

• Repeated  spontaneous  abortions 

Medically  indicated  drug  screen  is  ad- 
vised in  newborns  under  the  following  cir- 
cumstances: 


• Maternal  indicators  already  listed 

• Small  for  gestational  age  infant 

• Unexplained  prematurity 

• Neuro-behavioral  abnormalities  which 
indicate  drug  exposure 

• Known  urogenital  anomalies  second- 
ary to  perinatal  drug  exposure 

• Vascular  accidents  in  healthy  full  term 
i.e.,  cerebrovascular  accidents,  my- 
ocardial infarction  and  necrotising  en- 
terocolitis 

Summary 

Better  outcome  for  pregnancy  and  infant 
is  achieved  by  identification,  intervention 
and  medically  appropriate  follow  up  of  drug 
affected  pregnancies.  Health  care  profession- 
als should  familiarize  themselves  with  the 
special  needs  of  this  special  population. 
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Cocaine  and  Pregnant  Women: 
A Hospital  Study 


PATRICK  REDDIN,  M.D. 
BARBARA  SCHLIMMER,  M.D. 
CONNIE  MITCHELL,  B.S.W. 
Des  Moines,  Iowa 


How  prevalent  is  cocaine  use  among 
pregnant  women?  This  study  of  preg- 
nant and  newborn  populations  at 
Broad  lawns  Medical  Center  in  Des 
Moines  showed  positive  rates  of  7.1% 
and  3.6%,  respectively.  The  study  also 
showed  that  accepted  risk  factors  are 
not  reliable  indicators  of  drug  use. 


WOMEN  WHO  OBTAIN  PRENATAL  CARE  in 

Broadlawns  Medical  Center's  Obstetri- 
cal Clinic  are  routinely  asked  about  drug  use 
(past  or  present),  particularly  cocaine,  mari- 
juana, opiates  and  hallucinogens.  In  1987, 
12%  of  these  patients  said  they  were  using 
or  had  used  these  substances.  By  late  1989, 
this  number  had  risen  to  31%. 

While  history  taking  is  helpful,  its  accu- 
racy is  limited  because  not  everyone  who 
uses  illicit  drugs  will  reveal  it.  Even  those 
who  admit  past  use  may  deny  current  use. 
Laboratory  screening  is  required  to  accu- 
rately assess  the  prevalence  of  drug  use  in 


The  authors  are  associated  with  the  Broadlawns  Medical  Center 
Departments  of  Obstetrics/Gynecology  and  Pediatrics. 


the  perinatal  period.  Blinded  urine  drug 
screens  were  performed  on  pregnant  women 
and  newborns  for  cocaine  only.  Cocaine  was 
chosen  for  analysis  because  of  its  deleterious 
effects  on  pregnant  women  and  babies  and 
because  its  incidence  of  use  in  this  popula- 
tion at  Broadlawns  Medical  Center  is  un- 
known.1 

Purpose 

The  purposes  of  this  study  were: 

• To  determine  the  number  of  pregnant 
women  at  Broadlawns  Medical  Center  who 
use  cocaine. 

• To  determine  the  incidence  of  positive 
screens  for  cocaine  in  newborns  at  Broad- 
lawns Medical  Center. 

• To  determine  if  known  risk  factors  are 
reliable  indicators  of  drug  use. 

• To  obtain  baseline  data  for  possible 
further  studies/intervention  concerning  co- 
caine use. 

Newborns  Tested 

Urine  drug  testing  for  cocaine  was  done 
on  250  consecutive  newborns  from  March 
1990  to  September  1990.  The  samples  were 
collected  in  the  first  48  hours  of  life  and  sent 
to  the  laboratory  without  name  or  hospital 
number.  An  attempt  was  made  to  predict 
which  neonates  would  test  positive  for  co- 
caine metabolites.  One  observer  rated  babies 
at  high  risk  or  low  risk  for  a positive  test 
based  solely  on  newborn  factors  and  a sec- 
ond observer  rated  babies  as  high  risk  or 
low  risk  based  on  maternal  factors  (Figures  1 
and  2).  These  ratings  were  made  independ- 
ently. 
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TABLE  1 


Newborn  Factors 

<37  weeks 
SCA 

Poor  feeding  in  otherwise  well  infant 

Hypertonic/hypotonic 

High  pitched  cry 

Increased  sucking 

Sweats,  vomiting,  diarrhea 

G.U.  abnormalities 

NEC  in  full  term  baby 

Jitteriness 


Figure  1 . High  risk  factors  for  cocaine  exposure  in  new- 
borns. 


Maternal  Factors 

History  of  drug  abuse 
Labor  < 37  weeks 
Threatened  premature  labor 
Abruptio  placenta 
IUCR 

Altered  behavior  suggesting  recent  use 
Erratic,  late  or  no  prenatal  care 


Figure  2.  High  risk  factors  for  cocaine  use  by  pregnant 
women. 


Each  patient  attending  obstetrical  clinic 
from  July  to  October  1990  (297  women)  was 
tested  for  cocaine  metabolites  via  blinded  ur- 
ine drug  screen.  No  risk  assessment  was  in- 
cluded for  the  patients  in  prenatal  clinic. 

The  method  of  detection  used  was  ra- 
dioimmunoassay for  cocaine  metabolites 
(RIA  kit  by  Immunalysis  Corporation).  All 
positive  results  were  confirmed  by  repeat 
testing. 

Results 

Nine  of  250  newborns  tested  positive  for 
cocaine  (3.6%);  21  of  the  297  pregnant 
women  tested  had  cocaine  in  the  urine 
(7.1%).  A total  of  522  samples  were  submit- 
ted. 151  women  had  one  sample,  67  had  2 
samples  and  79  had  3 samples  analyzed. 

Five  women  had  positive  screens  on  multi- 
ple occasions;  4 women  tested  positive  on  3 
samples  each  and  one  woman  tested  posi- 
tive on  2 samples. 

Table  1 displays  the  ratings  predicted 
from  each  observer,  as  well  as  the  actual  re- 
sults of  the  newborn  screens. 


PREDICTIVE  RATINGS  AND  ACTUAL  RESULTS  OF  NEWBORN 
DRUG  SCREENS 


High  Risk 

Low  Risk 

Maternal  Factors 

44  (3) 

202  (6) 

Newborn  Factors 

34  (2) 

216  (7) 

( ) = Cocaine  positive 


Discussion 

In  this  study,  3.6%  of  neonates  and 
7.1%  of  pregnant  women  were  positive  for 
cocaine.  Cocaine  remains  in  pregnant  wom- 
en's urine  about  2 days  after  usage.2  New- 
born infants,  however,  require  up  to  4 days 
to  eliminate  the  drug.3  Due  to  the  relatively 
rapid  clearance  of  cocaine  and  the  sporadic 
nature  of  drug  screening,  one  can  infer  some 
cocaine  users  were  not  detected  in  the  study. 

There  are  numerous  clinical  signs  and 
symptoms  in  pregnant  women  and  infants 
that  are  associated  with  drug  use.  This  study 
tried  to  determine  if  assessment  of  clinical 
risk  factors  could  reliably  predict  patients 
who  would  have  a positive  drug  screen.  Of 
those  babies  given  a high  risk  rating  by 
either  investigator,  only  6.4%  proved  to 
have  a positive  drug  screen.  Furthermore, 
2.9%  of  those  babies  given  a low  risk  rating 
by  either  investigator  had  positive  drug 
screens.  Thus,  reliability  of  these  predictive 
factors  appears  to  be  very  limited. 

Cocaine  use  is  ubiquitous,  but  preva- 
lence is  not  the  same  in  all  regions  of  the 
country.  We  felt  a local  study  was  in  order 
to  determine  usage  at  Broadlawns  Medical 
Center  (BMC).  BMC  is  a county  hospital 
which  serves  primarily  a low  income  popula- 
tion. Further  studies  in  other  areas  are  nec- 
essary to  determine  if  these  results  are  valid 
for  hospitals  elsewhere  in  Iowa. 

Legal  Ramifications 

What  are  the  legal  ramifications  of  co- 
caine found  in  a pregnant  woman  and/or  a 
newborn  infant  in  Iowa?  Before  July,  1990 
Polk  County  Juvenile  Court  investigated  all 
reported  drug  exposed  newborns.  Reporta- 
ble drugs  included  alcohol,  cocaine,  heroin 
and  amphetamines.  When  the  baby's  urine 
(Continued  next  page) 
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test  was  positive  for  cocaine,  a meeting  was 
held  at  juvenile  court.  Pertinent  medical  in- 
formation and  social  assessment  of  the  fam- 
ily unit  was  considered.  Also,  a parental 
contract  was  presented  specifying  expecta- 
tions, including  chemical  dependency  treat- 
ment and  infant  care.  If  parents  agreed,  the 
contract  was  signed  and  Child  Protective 
Treatment  (CPT)  was  asked  to  monitor  the 
case.  If  parents  refused  services  and  the  con- 
tract, the  child  was  placed  with  suitable  rela- 
tives or  in  foster  care.  The  hospital  provid- 
ing care  was  not  allowed  to  release  the  baby 
without  court  approval  while  disposition 
was  pending. 

After  July  1,  1990  a new  section  was 
added  to  the  Iowa  Code  addressing  drug  ex- 
posed infants.  Positive  drug  screens  cur- 
rently may  be  reported  to  the  Department  of 
Human  Services  for  investigation.  When  a 
newborn  tests  positive  for  a drug  such  as  co- 
caine, individual  counties  approach  the 
problem  of  protecting  the  child  and  family  in 
different  ways.  In  Polk  County,  the  child 
protective  referral  information  is  kept  for  30 
days.  If  the  parents  refuse  services.  Juvenile 
Court  is  once  again  asked  to  become  in- 
volved. The  family  is  urged  to  participate  in 
services  for  a minimum  of  6 months. 

The  child  usually  leaves  the  hospital 
with  the  drug  abusing  parent.  These  cases 


are  often  referred  to  a CPT  worker,  but  the 
parent  can  choose  to  refuse  these  services. 
Thus,  there  is  no  effective  way  to  monitor 
outcome.  Legislative  review  is  underway 
with  input  from  many  disciplines  to  put 
laws  in  place  that  will  better  monitor  and 
protect  drug  affected  mothers  and  babies. 

The  use  of  cocaine,  particularly  in  the 
perinatal  period  is  a complex  issue.  Cocaine 
is  health  and  life  threatening  and,  in  preg- 
nancy, involves  the  consenting  adult  and  a 
defenseless  infant.  Our  experience  with 
medically  indicated,  non-blinded,  positive 
drug  screens  has  been  discouraging.  Some 
patients  deny  cocaine  use  or  say  it  is  not  a 
problem.  Many  refuse  drug  rehabilitation 
and  those  who  begin  a treatment  program 
often  drop  out.  Recidivism  is  high,  even  in 
those  who  complete  treatment. 

Obviously,  concerns  regarding  cocaine 
affected  mothers  and  babies  are  multi-fac- 
eted; solutions  will  require  the  input  and  co- 
operation of  many  disciplines. 
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Yes,  You  Can  Help 

■ Do  you  want  to  increase  public  awareness  of  the  effects  of  alcohol  and 
other  drugs  on  unborn  babies? 

■ Would  you  like  information  on  identifying  and  caring  for  patients  who 
use  alcohol  and  other  drugs  during  pregnancy  or  lactation? 

The  following  educational  materials  are  available  from 

the  Iowa  Department  of  Public  Health  . . . 

1.  A 24  x 18  color  poster  for  physicians’  offices  (shown  at  right  in  black  and  white) 

2.  A physicians’  resource  manual  for  identifying  women  using  alcohol  and  other  drugs 
during  pregnancy.  Includes  a protocol  card  which  can  be  used  in  patient  screening 

3.  Brochures  for  patients  on  the  dangers  of  using  drugs  and  alcohol  during  pregnancy 

4.  Bookmarks  and  a paperweight  baby  bottle 

Call  1-800-247-0614  to  get  these  materials  free! 
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Would  You 
Feed  This 
To  Your 
Baby? 


When  a pregnant  woman  uses 
alcohol,  drugs  or  tobacco 
. . . so  does  her  baby! 

These  substances  can  interfere 
with  normal  development  and 
cause  birth  defects. 

Don’t  take  a chance  with  your 
baby’s  health! 


FOR  MORE  INFORMATION  CALL: 

1-800-247-0614 

Iowa  Substance  Abuse  Information  Center 


So  Does  Your  Baby! 


Distributed  by  Iowa  Substance  Abuse  Information  Center.  Sponsored  and  supported 
by  the  Iowa  Department  of  Public  Health,  Division  of  Substance  Abuse. 


Iowa's  Infant  Mortality: 
Looking  Worse,  Doing  Better 


HERMAN  HEIN,  M.D. 
Iowa  City,  Iowa 


Interstate  comparisons  of  infant  mor- 
tality data  can  be  misleading  unless 
causes  of  infant  death  are  considered , 
says  this  author.  In  Iowa  the  percent- 
age of  preventable  deaths  dropped  al- 
most 35%  in  recent  years. 


It  is  not  unusual  to  read  comparisons  of 
various  health  outcome  rates  among  the 
states  and  internationally.  These  measures 
are  presumably  offered  to  allow  state  and 
federal  governments  the  opportunity  to  rec- 
ognize a performance  level  which  is  below 
par.  Perhaps  it  is  also  fair  to  assume  that  the 
opportunity  for  gloating  is  offered  when  the 
rates  compare  favorably. 

This  article  alerts  Iowa  physicians  to  the 
capricious  nature  of  such  comparisons  and 
to  the  dangers  inherent  in  comparing  perina- 
tal mortality  rates.  The  most  commonly 
quoted  and  compared  among  the  perinatal 
rates  is  the  infant  mortality  rate.  This  rate 
provides  the  number  of  deaths  of  babies 
prior  to  reaching  their  first  birthday  ex- 
pressed per  1,000  live  births.  My  comments 
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will  be  largely  limited  to  Iowa  mortality  data 
for  the  last  4 years. 

Methods 

State  birth  and  mortality  data  were  ob- 
tained from  the  Annual  Summary  of  Vital  Sta- 
tistics published  by  the  Iowa  Department  of 
Public  Health  for  the  years  1986-1989.  Infor- 
mation referable  to  national  data  was  ob- 
tained from  the  Monthly  Vital  Statistics  Report 
published  by  the  National  Center  for  Health 
Statistics.  Selected  causes  of  death  that  con- 
stituted a substantial  majority  were  listed 
and  among  these,  including  deaths  due  to 
congenital  anomalies,  sudden  infant  death 
syndrome  (SIDS)  and  deaths  of  newborns 
weighing  less  than  500  grams  at  birth  were 
considered  currently  unpreventable. 

Results 

The  tables  provide  information  for  1986- 
1989.  Table  1 shows  there  has  been  little 
change  in  live  births  over  those  4 years. 
There  is  no  clear  trend  in  the  infant  mortal- 
ity rate.  The  rate  of  8.2  for  1989  is  the  lowest 
resident  rate  ever  reported  in  Iowa  and 
slightly  below  the  rate  for  1986  when  Iowa 
ranked  second  in  the  nation. 

Perhaps  the  most  useful  information  is 
found  in  Table  2 which  shows  causes  of 
death.  SIDS  deaths  have  remained  about  the 
same;  deaths  of  very  small  (<  500  grams) 
neonates  and  deaths  due  to  congenital 
anomalies  reached  a peak  in  1989.  Total 
deaths  have  changed  little  over  the  past 
years,  but  the  percentage  of  nonpreventable 
deaths  steadily  increased  during  this  period. 
A recent  national  figure  (1987)  for  nonpre- 
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TABLE  1 

IOWA  BIRTH  AND  INFANT  MORTALITY  DATA* 
1986-1989 


1986 

1987 

1988 

1989 

Live  births 

38,748 

37,866 

38,070 

38,916 

Infant  deaths 

327 

343 

330 

321 

Infant  mortality  rate  per  1,000  live  births 

8.4 

9.1 

8.7 

8.2 

Non-preventable  deaths** 

181 

189 

194 

212 

(percent) 

(55.4) 

(55.1) 

(58.8) 

(66.1) 

Corrected  infant  mortality  rate 

3.77 

4.07 

3.58 

2.80 

‘Resident  data  with  exception  of  <500  gm  births  which 

are  by  occurrence. 

**<500  gm  births,  SIDS  and  lethal  congenital  malformations. 

TABLE  2 

CAUSES  OF  INFANT  DEATHS  IN  IOWA* 

1986-1989 

1986 

1987 

1988 

1989 

Cause 

No. 

%** 

No. 

% 

No. 

% 

No. 

% 

Perinatal-associated 

138 

42.2 

148 

43.1 

133 

40.3 

130 

40.5 

< 500  gm 

44 

41 

45 

55 

500-1000  gm 

51 

56 

59 

52 

Lethal  congenital 

anomalies 

82 

25.1 

81 

23.6 

85 

25.8 

95 

29.6 

Sudden  infant 

death  syndrome 

55 

16.8 

67 

19.5 

64 

19.4 

62 

19.3 

Totals 

275 

84.1 

296 

86.3 

282 

85.5 

287 

89.4 

‘Resident  data  with  the  exception  of  <500  gm  births  which  are  by  occurrence. 
“Percent  of  total  infant  deaths. 


veritable  causes  is  43.4%  which  is  consider- 
ably below  Iowa's  recent  rates. 

Some  Infant  Death  Unavoidable 

Meaningful  analysis  of  mortality  data 
must  include  an  appreciation  of  the  major 
causes  of  death  and  the  potential  preventa- 
bility  of  these  deaths.  The  issue  of  preventa- 
bility  must  be  examined  regularly  because 
causes  that  are  not  preventable  now  may  be- 
come so  with  new  medical  knowledge. 

In  my  opinion,  several  causes  of  infant 
death  are  unpreventable.  First,  few  babies 
born  weighing  <500  grams  live  more  than 
briefly.  Next,  lethal  congenital  anomalies  are 
just  that.  Perhaps  better  techniques  of  ge- 
netic intervention  may  someday  help  us  pre- 
vent some  of  these  conditions;  but  for  now, 
these  unfortunate  babies  are  destined  to  die. 
Finally,  SIDS  continues  to  elude  our  best  ef- 
forts at  prevention. 

Obviously,  it  is  important  that  a proper 
diagnosis  is  made  in  each  of  these  cases.  In 


Iowa,  the  state  medical  examiner  requires  a 
postmortem  in  suspected  SIDS  cases.  This 
reduces  the  chances  of  misdiagnosing  a po- 
tentially preventable  cause  of  death.  I do  not 
believe  the  medical  care  system  can  be  held 
accountable  for  deaths  due  to  conditions 
which  are  beyond  our  current  abilities. 

The  likelihood  that  comparisons  of  inter- 
state mortality  data  will  be  misleading  in- 
creases as  the  rates  decline.  This  is  due  to 
several  factors,  not  the  least  of  which  is  the 
“tyranny  of  small  numbers."  Simply  put, 
when  the  denominator  is  small  (total  births) 
as  is  the  case  in  the  Dakotas,  Wyoming, 
Montana,  etc.,  the  infant  mortality  rate  may 
seem  to  be  very  good  or  very  bad  by  virtue 
of  only  a handful  of  events.  For  example,  if 
a state  reports  10,000  live  births,  100  infant 
deaths  would  yield  a rate  of  10  per  1,000  live 
births.  Ten  fewer  or  more  SIDS  deaths  and  a 
similar  number  of  congenital  malformations 
can  dramatically  swing  the  rate  4 points, 
(Continued  next  page) 
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enough  to  go  from  near  the  top  in  a national 
ranking  to  a position  near  the  bottom.  Yet, 
in  this  hypothetical  situation,  the  only  differ- 
ence between  the  rates  of  8 and  12  per  1,000 
live  births  is  a relatively  small  number  of 
deaths  which,  assuming  the  diagnosis  is  ac- 
curate, are  currently  unpreventable.  Rather 
than  basing  impressions  solely  on  interstate 
comparisons,  it  is  important  to  analyze  the 
components  of  the  infant  mortality  rate  and 
compare  these  data  with  previous  state  data. 

The  4 years  of  Iowa  data  in  Tables  1 and 
2 provide  another  interesting  example.  How- 
ever, the  numbers  are  not  hypothetical.  In 
1986,  Iowa's  infant  mortality  rate  ranked  sec- 
ond in  the  nation.  When  1987  data  were  re- 
leased, we  fell  to  14th.  Questions  were 
raised  about  the  quality  of  our  perinatal 
health  care  system.  What  had  gone  wrong? 
Actually,  nothing  had  gone  wrong.  Review 
of  the  data  in  Tables  1 and  2 reveal  that  12 
additional  SIDS  deaths  occurred  in  1987 
when  the  birth  population  was  down  nearly 
900  births.  Overall,  the  percentage  of  non- 
preventable  deaths  for  the  2 years  was  al- 
most identical.  Thus,  there  was  little  to  sug- 
gest the  need  for  major  revision  of  our 
health  care  system. 

Comparison  of  the  years  1986  and  1989 
is  even  more  intriguing.  One  would  hope 
that  in  a progressive  perinatal  system,  the 
infant  mortality  rate  would  fall  more  than 
0.2  per  1,000  live  births  over  3 years.  Should 
Iowans  be  disappointed  in  this  meager  de- 
cline? 

Analysis  of  the  data  provided  for  the  2 
years  suggests  some  answers.  Overall,  the 
statewide  infant  mortality  rate  dropped  from 
8.4  to  8.2.  However,  deaths  due  to  currently 
unpreventable  causes  increased  in  1989. 
There  were  11  more  deaths  due  to  extremely 
low  birth  weight  (<  500  grams),  SIDS  deaths 
were  up  by  7 and  congenital  anomalies  in- 
creased by  13.  Overall,  unpreventable  causes 
accounted  for  an  increase  of  more  than  10% 
when  1989  is  compared  with  1986  (66.1%  vs 
55.4%).  It  should  be  noted  that  Iowa  com- 
pares very  well  nationally  in  percentage  of 
deaths  due  to  unpreventable  causes  given 
the  national  figure  of  43.4%  for  1987  (Table  1). 

To  further  illustrate  the  significance  of 
considering  preventable  causes  of  death 
when  reviewing  mortality  data,  compute  the 
infant  mortality  rate  for  potentially  prevent- 


able deaths  in  each  year.  I call  this  the  "cor- 
rected infant  mortality  rate."  To  make  this 
calculation,  unpreventable  deaths  are  sub- 
tracted from  the  total  number  of  infant 
deaths  and  a new  rate  is  computed  per  1,000 
live  births.  These  rates  are  shown  in  Table  1. 

Comparing  overall  infant  mortality  rates 
with  the  corrected  infant  mortality  rate  re- 
veals a dramatic  difference  between  the 
years  1986  and  1989.  The  overall  difference 
is  only  2.44%,  but  the  difference  in  corrected 
rates  is  34.65%.  Though  the  infant  mortality 
rate  changed  little  over  3 years  (looking 
worse),  we  made  dramatic  improvements  in 
areas  which  could  potentially  be  controlled 
by  the  health  care  system  (doing  better). 


IDPH  Concerned  About 
Fetal  Alcohol  Syndrome 

The  Iowa  Department  of  Public 
Health  is  taking  steps  to  prevent  prob- 
lems such  as  Fetal  Alcohol  Syndrome 
(FAS).  FAS  is  responsible  for  approxi- 
mately 5%  of  all  congenital  abnormali- 
ties. 

Health  care  providers  who  are  con- 
cerned about  someone  who  may  have  a 
drug-affected  infant  can  contact  their  lo- 
cal substance  abuse  agency.  Services, 
phone  numbers  and  addresses  can  be 
found  in  the  substance  abuse  directory 
complied  by  the  Division  of  Substance 
Abuse  of  the  IDPH  or  in  the  yellow 
pages  of  the  phone  book.  In  addition, 
many  types  of  education  and  preven- 
tion materials  are  available  from  the 
Iowa  Substance  Abuse  Information 
Center  at  the  Cedar  Rapids  Public  Li- 
brary, 1-800-247-0614. 

Publications  are  on  the  market, 
such  as  the  Broken  Cord,  a book  by  Mi- 
chael Doris  describing  the  impact  of 
FAS  on  an  affected  teenager  and  his 
adoptive  family.  Another  excellent  re- 
source is  Peace  of  Mind  During  Preg- 
nancy: An  A-Z  Guide  to  the  Substances 
that  Could  Affect  Your  Unborn  Baby,  writ- 
ten by  Christine  Kelley-Buchanan. 
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Questions  and  Answers 


Peter  Wallace,  M.D. 


Prevalence  of  Fetal  Alcohol 
Syndrome  Largely  Unknown 


Awareness  of  Fetal  Alcohol  Syndrome 
is  growing  but  accurate  statistics  on  its 
prevalence  are  hard  to  come  by > says 
this  Iowa  City  pediatrician  and  chair- 
man of  the  IMS  Subcommittee  on  Ma- 
ternal and  Child  Flealth. 


How  does  the  Fetal  Alcohol  Syndrome  manifest 
itself  in  children?  How  prevalent  is  it  in  Iowa? 

Fetal  Alcohol  Syndrome  (FAS)  is  charac- 
terized by  pre-  and  post-natal  growth  retar- 
dation, facial  deformities  such  as  a short  nose, 
long  and  smooth  philtrum,  or  a smooth  and 
thin  upper  lip  and  various  neurologic  abnor- 
malities including  seizures,  microcephaly  and 
intellectual  deficits. 

The  incidence  of  FAS  in  Iowa  is  not 
known.  Nationally  it  occurs  once  in  300  to  1000 
births  and  we  can  assume  that  Iowa's  statistics 
would  be  no  different. 

What  is  considered  an  unsafe  level  of  alcohol 
consumption  for  pregnant  women? 

No  one  knows  what  level  of  alcohol  con- 
sumption results  in  FAS.  We  do  know  that  2- 
8%  of  alcoholic  women  have  affected  babies. 
The  typical  mother  of  an  FAS  child  took  an 
average  of  14  drinks  a day  during  her  preg- 
nancy. 

FAS  is  the  end  of  a spectrum  of  often  sub- 
tle abnormalities  such  as  irritability,  hyperac- 
tivity and  slightly  sub-average  mental  devel- 
opment, known  as  Fetal  Alcohol  Effect  (FAE). 
The  problem  facing  us  is  knowing  how  much 


alcohol  consumption  results  in  what  degree  of 
severity  of  FAE. 

Is  there  any  time  during  pregnancy  when  drink- 
ing is  more  dangerous  to  the  fetus? 

The  first  trimester  of  pregnancy  is  the  most 
susceptible  period  for  any  fetal  insult  — in- 
fection, teratogens  or  substances  such  as  al- 
cohol, marijuana  and  tobacco.  Flowever,  brain 
development  is  ongoing  throughout  gestation 
so  we  can  assume  alcohol  abuse  would  have 
adverse  effects  throughout  the  entire  preg- 
nancy. 

Do  physicians  have  an  obligation  to  question 
pregnant  patients  about  alcohol  use? 

I believe  they  should,  just  as  they  ask  about 
smoking,  drug  use  and  other  harmful  activities 
which  have  the  potential  to  hurt  their  babies. 
However,  since  we  don't  know  how  much  al- 
cohol use  causes  problems,  we  must  be  careful 
not  to  make  a woman  who  took  a few  drinks 
feel  guilt-ridden  throughout  her  pregnancy  and 
beyond. 

Perhaps  a fair  question  to  ask  is  what  is 
the  benefit  of  drinking  or  smoking  at  all  during 
pregnancy? 

What  is  being  done  in  Iowa  to  prevent  Fetal 
Alcohol  Syndrome  among  our  children? 

To  my  knowledge,  we  have  no  formal 
program  in  Iowa  to  prevent  Fetal  Alcohol  Syn- 
drome. We  do  not  even  have  accurate  statistics 
on  its  prevalence.  Perhaps  since  international 
research  is  ongoing  and  we  learn  more  each 
year,  an  effort  to  collect  data  and  create  a pre- 
vention program  would  bear  fruit. 
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Fatal  Pertussis  in  an  Iowa  Infant 


MARK  CORKINS,  M.D. 
CHARLES  GROSE,  M.D. 
Iowa  City,  Iowa 

THERESE  HALBUR,  M.D. 
Ames,  Iowa 


Much  media  attention  has  been  paid  to 
neurological  disease  induced  by  DPT 
vaccine,  but  what  about  the  risk  of  per- 
tussis to  unimmunized  children ? The 
authors  present  a case  report  of  fatal 
whooping  cough  in  a 5 -week-old  baby. 


Whooping  cough  continues  to  be  a life- 
threatening  infection  for  Iowa  children. 
This  article  describes  an  Iowa  infant  who,  de- 
spite all  appropriate  medical  measures,  died 
of  respiratory  failure  caused  by  pertussis.  Phy- 
sicians should  continue  to  administer  DPT  im- 
munizations to  all  eligible  infants,  beginning 
at  2 months  of  age. 

Case  Report 

A 5-week-old  female  infant  was  seen  by 
her  family  physician  for  an  upper  respiratory 


Dr.  Corkins  is  a pediatrics  resident  at  the  University  of  Iowa.  Dr. 
Halbur  is  a pediatrician  practicing  in  Ames.  Dr.  Grose  is  professor  and 
director.  Department  of  Pediatrics  Division  of  Infectious  Diseases,  Uni- 
versity of  Iowa  Hospitals. 


infection  at  3 and  a half  weeks  of  age.  Three 
days  after  being  seen,  she  developed  fevers  to 
39°C  and  a severe  cough.  The  coughing  spells 
led  to  gagging  episodes  with  vomiting  and 
prolonged  cyanotic  spells.  When  the  episodes 
became  more  severe,  the  physician  started  ox- 
ygen and  administered  one  intramuscular  dose 
of  an  antibiotic.  The  patient  was  transferred 
to  McFarland  Clinic  in  Ames. 

Laboratory  studies  at  the  time  of  admis- 
sion were  remarkable  for  a chest  radiogram 
showing  hyperexpansion  of  the  right  upper 
and  lower  lobes  with  perihilar  infiltrates  and 
a white  blood  cell  count  of  115,000  per  cu  mm 
with  approximately  50%  neutrophils  and  50% 
lymphocytes  plus  monocytes.  (Extremely  high 
white  cell  counts  are  seen  in  neonates  with 
pertussis.)  Nasal  swab  was  performed  for  the 
fluorescent  antibody  test  for  pertussis  antigen. 
The  patient  maintained  high  oxygen  satura- 
tion level  while  on  40%  oxygen  and  resting, 
but  the  levels  dropped  sharply  when  she  cried 
or  coughed.  Due  to  the  patient's  respiratory 
distress,  she  was  transferred  to  the  University 
of  Iowa  Pediatric  Intensive  Care  Unit. 

Upon  arrival,  the  patient  was  evaluated 
and  continued  on  antibiotics,  including  eryth- 
romycin. Chest  radiogram  showed  right  upper 
lobe  collapse  and  extensive  perihilar  infiltrates 
(Figure  1).  Although  the  patient's  course  was 
stable  for  several  hours,  she  later  developed 
more  labored  breathing  with  a fall  in  blood  pH. 
Therefore,  the  infant  was  intubated  and  ven- 
tilated. Several  hours  later  the  patient's  blood 
pressure  began  to  fall  and  intravenous  pressor 
agents  were  administered.  However,  despite 
all  supportive  measures,  the  patient  suffered 
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Figure  1 . The  portable  chest  radiogram  demonstrates  dif- 
fuse perihilar  pulmonary  infiltrates,  hyperinflation  and  right 
upper  lobe  collapse.  The  infant  died  within  18  hours  after 
this  film  was  taken. 


prolonged  hypotensive  periods  that  were  re- 
sistent  to  treatment.  She  failed  to  respond  to 
further  resuscitative  maneuvers  and  expired 
about  18  hours  after  her  arrival  in  the  intensive 
care  unit. 

The  patient's  pertussis  antigen  tests  from 
nasal  washings  were  positive  both  in  Ames 
and  at  University  Hospital.  At  autopsy,  ex- 
amination of  stained  sections  of  lung  tissue 
demonstrated  typical  bacteria  of  Bordetella  per- 
tussis. 

Discussion 

In  the  first  half  of  the  century,  whooping 
cough  outbreaks  often  occurred  among 
younger  grade  school  children,  where  the 
death  rate  was  1%  or  higher.  More  recently, 
the  mortality  rate  from  pertussis  has  dropped 
to  approximately  0.1% . Nevertheless,  the  mor- 
tality from  the  disease  pertussis  (1:1000)  is  con- 
siderably higher  than  the  incidence  of  severe 
and  permanent  central  nervous  system  com- 
plications from  the  pertussis  vaccine 
(1:300,000).  In  the  numerous  debates  over  per- 
tussis vaccination  policy,  the  fact  that  fatal  per- 
tussis still  occurs  is  often  forgotten. 

In  the  1970s,  infectious  disease  specialists 
reported  a shift  in  the  epidemiology  of  per- 
tussis with  a marked  increase  in  the  number 
of  cases  occurring  during  the  first  year  of  life.1 
At  the  Fifth  International  Symposium  on  Per- 
tussis, the  Centers  for  Diseases  Control  re- 


ported infants  under  6 months  of  age  had  the 
highest  average  incidence  of  pertussis,  with 
55  cases  per  100,000. 2 A recent  review  of  hos- 
pitalizations for  pertussis  found  that  two-thirds 
of  these  patients  were  under  4 months  of  age.3 
The  same  group  accounts  for  virtually  all  per- 
tussis related  deaths.  Of  this  population,  65% 
had  received  no  immunization  and  24%  only 
one.  Thus,  even  one  immunization  may  have 
some  benefit;  2 DPT  immunizations  definitely 
offer  much  more  protection  from  serious  dis- 
ease. 

The  source  of  most  infantile  pertussis  in- 
fections is  an  adult  with  asymptomatic  or  sub- 
clinical  disease.13  5 These  are  often  individuals 
with  complete  childhood  immunizations  for 
pertussis.  It  has  become  apparent  that  in  adults 
the  antibody  response  declines  over  the  dec- 
ades and  individuals  are  protected  from  symp- 
tomatic disease  but  not  colonization.2  4'5  Thus, 
there  is  a reservoir  of  individuals,  including 
many  young  adults  in  the  child  rearing  years, 
who  can  transfer  the  bacteria  to  the  unpro- 
tected newborn.  In  view  of  this  finding,  it  has 
been  suggested  a regular  adult  immunization 
against  pertussis  be  introduced.2  4 

Conclusion 

This  case  has  been  presented  to  raise 
awareness  of  the  increasing  incidence  of 
whooping  cough  and  its  complications.  This 
case  is  also  an  example  of  the  shift  in  disease 
towards  younger  patients  who  are  unpro- 
tected from  pertussis  and  are  the  most  likely 
to  suffer  severe  consequences,  including  death. 
The  diagnosis  of  pertussis  must  be  considered 
in  any  infant  with  severe  respiratory  distress 
occurring  before  completion  of  the  protective 
DPT  immunization  series.  Unlike  most  other 
serious  respiratory  infections,  pertussis  occurs 
during  all  months  of  the  year.  When  the  di- 
agnosis of  pertussis  is  confirmed  in  an  unim- 
munized infant,  hospitalization  within  an  in- 
tensive care  facility  is  often  required. 
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HIV  Infection  in  Childbearing 
Women 


JANE  GETCHELL,  DR.P.H. 
W.  J.  HAUSLER,  JR.,  PH.D. 
MICHAEL  RAMIREZ 
Iowa  City,  Iowa 


A blinded  survey  of  HIV  infection  in 
childbearing  women  is  being  con- 
ducted in  43  states  and  territories.  After 
one  year  of  participation  in  the  survey, 
6 of  37,846  women  bearing  live  chil- 
dren in  Iowa  were  found  to  be  infected 
with  HIV. 


Hiv/aids  is  among  the  10  leading  causes  of 
death  in  women  of  reproductive  age  and 
the  death  rate  for  HIV/AIDS  continues  to  rise.1 
The  number  of  children  developing  AIDS  will 
continue  to  increase  over  the  next  few  years, 
even  if  the  incidence  of  HIV  infection  in  women 
of  childbearing  age  remains  unchanged. 

In  an  effort  to  draw  attention  to  the  effect 
of  HIV  infection  on  the  mortality  of  women 
and  their  children  in  Iowa,  this  article  presents 
data  from  ongoing  surveillance  and  seroprev- 
alence  studies,  focusing  primarily  on  the  sur- 
vey of  HIV  infection  in  childbearing  women. 

During  its  1988-1989  session,  the  Iowa 
Legislature  approved  legislation  which  en- 


The  authors  are  affiliated  with  the  University  of  Iowa's  State  Hy- 
gienic Laboratory.  This  study  was  funded  by  the  Iowa  Department  of 
Public  Health  through  a grant  from  the  Centers  for  Disease  Control. 


abled  Iowa  to  join  42  other  states  and  territo- 
ries in  HIV  serosurveys  of  childbearing  women. 
The  surveys  are  expected  to  continue  for  up 
to  5 years. 

The  purpose  of  these  surveys  is  to  reveal 
trends  in  the  spread  of  infection  among  child- 
bearing women,  determine  the  potential  im- 
pact of  HIV  infection  on  babies,  target  financial 
resources  necessary  for  epidemic  control  and 
assist  in  evaluating  the  effectiveness  of  inter- 
vention strategies.  Since  the  surveys  are  com- 
pletely blinded  informed  consent  is  not  re- 
quired and  the  data  obtained  are  unbiased  by 
self  selection. 

HIV  Testing 

The  presence  of  HIV  antibodies  is  deter- 
mined by  using  filter  paper  blood  spot  speci- 
mens obtained  from  newborns.  These  speci- 
mens are  those  routinely  collected  from  all 
newborns  and  submitted  to  the  Des  Moines 
laboratory  of  the  University  Hygienic  Labo- 
ratory (UHL)  for  detecting  phenylketonuria 
(PKU),  hypothyroidism  and  other  genetic  and 
metabolic  disorders.  Since  maternal  IgG  anti- 
bodies cross  the  placenta,  serological  testing 
of  the  newborn  reflects  the  antibody  status  of 
the  mother,  not  necessarily  infection  of  the 
newborn.  Data  have  shown  approximately  30% 
of  HIV  antibody  positive  newborns  are  in- 
fected.2 

HIV  testing  is  performed  on  the  blood 
specimen  remaining  after  completion  of  the 
routine  newborn  screening  tests.  No  names  or 
other  identifying  information  are  retained  for 
the  HIV  survey  database.  Demographic  vari- 
ables are  retained  only  in  the  form  of  aggregate 
data. 


386  / Iowa  Medicine 


Testing  is  done  at  the  Iowa  City  laboratory 
of  the  UHL  using  the  enzyme  immunoassay 
(EIA)  as  the  screening  test.  All  specimens  re- 
active on  repeat  testing  by  EIA  are  further  ex- 
amined using  the  more  specific  Western  blot 
(WB)  test.  Specimens  giving  an  indeterminate 
result  by  WB  are  considered  negative.  A pos- 
itive Western  blot  is  one  showing  reactivity 
with  2 of  the  3 bands  p24,  p31  and  gp  120/ 
160. 34 

Prevalence  Data 

In  states  outside  the  midwest  seroprev- 
alence  of  HIV  antibody  ranges  from  a low  of 
0.4/1000  specimens  tested  in  Colorado  and  New 
Mexico  to  a high  of  6.6/1000  in  New  York  and 
12.5/1000  in  New  York  City  alone.  In  child- 
bearing women  in  selected  midwestern  states 
(Table  1)  the  highest  HIV  antibody  prevalence 
is  seen  in  Illinois  with  0.9/1000  for  the  state  as 
a whole  and  1.4/1000  in  Cook  County.  When 
Cook  County  data  are  excluded  the  rate  falls 
to  0.3/1000. 

HIV/ AIDS  in  Iowa 

Table  2 shows  the  prevalence  of  HIV  an- 
tibody in  childbearing  women  in  Iowa.  From 
July  1, 1989  to  June  30,  1990  the  Iowa  Newborn 
Screening  Program  (INMSP)  received  39,630 
blood  specimens.  Of  these,  37,846  had  suffi- 
cient blood  remaining  after  newborn  screening 
for  HIV  antibody  testing.  Statewide  the  sero- 
prevalence  was  0.16/1000.  The  prevalence  in 
Polk  County  was  0.4/1000.  The  combined 
prevalence  in  other  metropolitan  areas  was 
0.19/1000,  with  no  positive  specimens  found 
from  birthing  centers  serving  predominantly 
rural  areas  of  Iowa. 

These  results  are  consistent  with  findings 
in  Michigan  and  Wisconsin  that  HIV  infection 
is  more  prevalent  in  major  metropolitan  areas. 
While  information  on  mother's  age  became 
available  in  January  1990  through  a change  in 
information  requested  by  the  INMSP,  infor- 
mation on  race  is  not  available  since  it  is  not 
requested  for  newborn  screening  purposes. 

The  Iowa  seroprevalence  data  indicate  be- 
tween July  1989  and  June  1990  at  least  6 infants 
were  born  to  HIV  seropositive  mothers;  thus 
1 in  6,308  childbearing  women  in  the  state  was 
infected  with  HIV.  We  have  no  way  of  deter- 
mining if  these  women  knew  their  infection 
status,  but  a study  conducted  in  Minnesota 
showed  two-thirds  of  the  HIV  positive  women 


TABLE  1 

PREVALENCE  OF  HIV  ANTIBODY  IN  CHILDBEARING 
WOMEN  IN  SELECTED  MIDWESTERN  STATES  1988,  1989 


State 

Specimens 

Tested 

Seroprevalence 
Per  1,000 

Illinois 

31,790 

0.9  (Statewide) 

15,937 

1 .4  (Cook  County) 

15,853 

0.3  (Rest  of  state) 

Michigan 

144,261 

0.7  (Statewide) 

1.3  (7  southeastern  counties) 

0.2  (Rest  of  state) 

Missouri 

25,613 

0.4 

Minnesota 

51,870 

0.3 

Ohio 

45,000 

0.37 

Wisconsin 

33,574 

0.27 

Data  provided  by  the  US.  Centers  for  Disease  Control. 


TABLE  2 

PREVALENCE  OF  HIV  ANTIBODY  IN  CHILDBEARING 
WOMEN  IN  IOWA,  JULY  1989-JUNE  1990 


Location 

Specimens 

Tested 

Number 

Positive* 

Seroprevalence 
Per  1,000 

Statewide 

37,846 

6 

0.16 

Polk  County 

7,234 

3 

0.40 

Other  metropolitan  areas 

15,637 

3 

0.19 

Rural  areas 

14,975 

0 

0.00 

Three  of  the  positives  were  in  women  ages  20-34.  Age  in- 
formation was  not  available  for  the  remaining  3 positives.  Race 
information  was  not  available. 


detected  through  the  newborn  survey  were 
not  receiving  medical  care  for  HIV  infection.5 

Using  33%  as  the  proportion  of  HIV  in- 
fected newborns  from  HIV  seropositive  births 
we  estimate  that  2 HIV  infected  babies  were 
born  during  the  study  period.  However,  no 
new  cases  of  pediatric  AIDS  have  been  re- 
ported in  Iowa  in  almost  2 years  and  only  one 
of  the  3 pediatric  AIDS  cases  reported  in  Iowa 
since  1983  is  thought  to  be  due  to  perinatal 
transmission.  This  apparent  inconsistency  may 
be  due  to  recent  escalation  of  HIV  transmis- 
sion in  childbearing  women  or  to  underre- 
porting of  pediatric  AIDS,  perhaps  due  to  un- 
derrecognition of  the  disease  in  babies  and 
children. 

For  comparison  purposes,  Table  3 shows 
the  prevalence  of  HIV  antibody  in  select  pop- 
ulation groups  in  Iowa.  The  prevalence  is 
highest,  23.7/1000,  in  alternate  test  sites  — 

(Continued  next  page) 
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TABLE  3 

PREVALENCE  OF  HIV  ANTIBODY  IN  SELECT  POPULATION 
GROUPS  IN  IOWA,  JUNE  1985-JUNE  1990 


Population 

Specimens 

Tested 

Number 

Positive 

Seroprevalence 
Per  1,000 

Alternative  test  sites 

35,554 

842 

23.7 

Prison  inmates 

14,028 

28 

2.0 

All  applicants  for 

military  service 

36,805 

10 

0.3 

Female  applicants  for 

military  service 

4,682 

1 

0.2 

designated  county  health  departments  and 
clinics  where  persons  who  believe  they  may 
have  been  exposed  to  the  virus  can  go  for  test- 
ing and  counseling.  The  prevalence  in  entrants 
to  Iowa  prisons  is  2.0/1000,  in  all  applicants 
for  military  service  0.3/1000,  and  in  female  ap- 
plicants for  military  service  0.2/1000,  a rate 
similar  to  that  observed  in  childbearing 
women. 

Of  200  cases  of  AIDS  reported  to  the  Iowa 
Department  of  Health  from  February  1983 
through  July  1990,  183  were  in  males  and  17 
in  females. 

The  Future 

Figure  1 shows  the  total  number  of  cases 
in  women  (right  ordinate)  compared  to  the  to- 
tal number  of  cases  in  men  (left  ordinate)  for 
each  year  since  1984.  From  1985  through  1987 
the  number  of  cases  in  women  remained  fairly 
stable  while  there  was  nearly  a 5-fold  increase 
in  the  number  of  cases  in  men. 

Beginning  in  1988  the  number  of  cases  in 
women  has  nearly  doubled  each  year.  A par- 
allel can  be  seen  between  the  increase  in  cases 
in  women  from  1988-1990  and  the  similar 


Figure  1 . AIDS  cases  in  Iowa  by  sex  of  patient,  1984-1990. 


though  perhaps  more  dramatic  increase  in 
cases  in  men  from  1984-1987.  Our  health  care 
education  and  social  service  systems  have  an 
opportunity  to  affect  the  spread  of  HIV  infec- 
tion in  women.  Hopefully  the  marked  yearly 
increases  seen  in  cases  among  men  will  not  be 
seen  in  cases  among  women  and  the  children 
they  bear.  Data  from  the  seroprevalence  sur- 
vey clearly  show  HIV  testing  should  be  a rou- 
tine component  of  prenatal  care,  especially  in 
metropolitan  areas. 
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The  Editor  Comments 


In  Defense  of  the 
Little  Ones 


Child  abuse  is  not  unique  to  our  society. 

Innocent  children,  traditionally  the  ob- 
ject of  adult  attention  and  pride,  are  the  vic- 
tims of  some  of  the  most  heinous  abuses  re- 
corded in  history.  Primitive  societies 
practiced  such  abuses  as  infanticide  or  ritual 
sacrificing  of  children.  Children  were  muti- 
lated in  horrendous  ways,  often  to  prepare 
the  child  for  adulthood,  e.g.  ritual  operation 
on  the  genitals.  Scarcity  of  food  and  non- 
productivity often  meant  the  sacrifice  of  the 
weakest  ones  on  the  scale  of  value.  Strange 
forms  of  religious  ardor  would  dictate  sacri- 
fice of  infants.  Often  the  mother  was  the 
only  protection  for  the  child,  but  unfortu- 
nately the  mother  was  subjective  to  the 
males. 

Even  among  the  Greeks  and  Romans 
the  male  element  was  glorified  and  the  fe- 
male babies,  as  well  as  infants  with  congeni- 
tal defects,  were  sacrificed.  Plutarch  declared 
the  destruction  of  one's  own  children  to  be 
ofttimes  a great  and  virtuous  action.  On  the 
other  hand,  the  ancient  civilizations  of  Egypt 
and  Babylon  were  kindest  to  their  children 
by  virtue  of  a matriarchal  societal  attitude. 

Even  today  uncivilized  cultures  through- 
out the  world  (in  South  America,  New 
Guinea  and  the  Congo)  accept  forms  of  child 
abuse.  These  uncivilized  people  can  be  very 
kind  and  intimate  with  their  offspring  and 
yet  practice  mutilation  in  the  name  of  a reli- 
gious ritual  or  "preparation”  for  adulthood. 


The  plight  of  children  in  the  U.S.  is  not 
a problem  characteristic  only  to  the  present 
time.  In  the  late  1800s  and  early  1900s  thou- 
sands of  immigrants  came  from  Europe  to 
join  their  countryfolk  seeking  jobs  in  the 
newly  industrialized  urban  areas  of  the  east- 
ern U.S.  But,  jobs  were  scarce  and  pay  was 
low.  Many  families  were  forced  to  desert 
their  children.  An  estimated  10,000  homeless 
urchins  roamed  the  streets  of  New  York  City 
at  any  given  time  and  hundreds  of  newborn 
babies  were  left  to  die  on  the  streets.  Many 
of  the  homeless  children,  like  those  of  to- 
day, were  compelled  to  resort  to  crime  or 
prostitution  as  a means  of  survival. 

The  churches  gave  aid  to  save  the  chil- 
dren from  death  or  a living  death.  In  1853  a 
group  of  Protestants  in  New  York  organized 
the  Childrens  Aid  Society,  opening  several 
orphanages.  In  1869  the  Sisters  of  Charity 
started  the  N.Y.  Foundling  Home.  Then  a 
dilemma  arose;  there  were  more  children 
than  the  orphanages  could  accommodate.  In 
1876  the  N.Y  Foundling  Hospital  began 
sending  children,  50  at  a time,  in  special  rail- 
road coaches  to  Nebraska,  Kansas,  Colo- 
rado, the  Dakotas  and  Iowa.  The  "orphan 
trains"  continued  to  operate  for  nearly  50 
years  and  an  estimated  100,000  children 
were  transported  from  city  slums  to  the 
Midwest.  Few  were  legally  adopted,  but  an 
indenture  system  was  set  up  to  guarantee 
(Continued  next  page) 
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"fair  and  equitable  treatment"  of  the  chil- 
dren. 

Persons  wanting  to  take  a child  into 
their  home  met  the  trains,  selected  a child 
from  a "line-up"  and  signed  the  proper  pa- 
pers. Babies  not  claimed  were  lined  up  in 
baskets  at  the  back  of  the  churches  so  the 
parishioners  could  look  them  over  after  the 
services.  All  leftover  children  would  be  re- 
turned to  the  train  to  go  on  to  the  next  stop. 
The  greatest  movement  of  these  children  oc- 


'The  "orphan  trains"  continued 
to  operate  for  nearly  50  years 
and  an  estimated  100,000  chil- 
dren were  transported  from  city 
slums  to  the  Midwest/ 


curred  in  1910  involving  children  from  4 
months  to  3 years  of  age.  The  children  even- 
tually became  farmhands  or  domestic  help 
...  a form  of  slave  labor,  if  you  will.  At 
least  the  urchins  from  the  streets  of  New 
York  were  given  care  and  food  and  shelter, 
though  records  reveal  many  of  them  were 
subjected  to  abuse. 

Present  day  statistics  reveal  that  37  mil- 
lion American  children  live  in  poverty.  The 
increasing  number  of  homeless  women  and 
children  is  shocking.  That  homelessness  and 
destitution  exist  at  all  in  our  affluent  society 
is  offensive.  Homelessness  compromises 
physical  and  mental  health  and  eventually 
erodes  the  total  well-being  of  the  victim. 
Love,  tenderness  and  caring  are  in  short 
supply  to  the  children  victimized  by  such  a 
social  blight.  Crime,  despair  and  abuse  be- 
come a component  of  their  life-style.  Today, 
a new  dimension  has  been  added  to  the 
problem  . . . alcohol  and  drugs. 

The  neglect  of  our  children  has  become 
a blight  on  our  social  structure.  The  infant 
mortality  rate  in  America  is  higher  than  in 
some  third- world  countries.  Nearly  5,000 
low  birth  weight  infants  are  born  every 
week  in  the  U.S.;  these  babies  are  at  a much 
higher  risk  for  serious  illnesses  and  disabling 
conditions.  Each  year  as  many  as  1 million 
teenagers  become  pregnant;  18%  of  new- 


borns in  some  large  city  hospitals  are  victims 
of  transplacental  exposure  to  alcohol,  crack 
and  other  hard  drugs.  The  use  of  drugs,  al- 
cohol and  tobacco  by  youngsters  is  mind 
boggling.  The  plight  of  newborn  infants  vic- 
timized by  their  drug-using  mothers  borders 
on  criminal  action. 

What  is  to  be  done?  Congressional  ap- 
propriations are  not  enough.  Awareness  of 
this  national  emergency  is  paramount.  Indi- 
vidual awareness  and  cooperative,  well- 
planned  coordinated  efforts  are  essential.  All 
levels  of  our  society  in  concert  with  well- 
meaning,  serious-minded  governmental 
agencies  must  become  involved.  NOW!  Talk 
must  be  constructive;  action  must  be  defini- 
tive. Though  I take  this  writing  a bit  out  of 
context,  St.  Luke  had  an  admonition  that 
was  a bit  strong,  but  does  give  food  for 
thought:  "It  were  better  for  him  that  a mill- 
stone were  hanged  round  his  neck,  and  he 
be  cast  into  the  sea,  than  that  he  should  of- 
fend one  of  these  little  ones."  I do  not  rec- 
ommend abuse  in  retaliation  for  abuse,  but  a 
strict  line  must  be  drawn  against  the  plight 
of  so  many  of  our  children.  — M.E.A. 
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Recent  Books 


Arehart,  Lynda  and  Margaret  Torrie,  1990,  Un- 
derstanding HIV/AIDS:  A Workbook  Suitable  for 
Mainstreamed  Students,  Iowa  State  University 
Press,  Ames,  Iowa,  paperback,  $4.95.  Under- 
standing HIV/AIDS  is  written  to  inform  the  stu- 
dent about  transmission  of  AIDS  and  methods 
of  preventing  its  spread.  It  is  especially  di- 
rected to  special-needs  and  middle  and  sec- 
ondary school  students.  The  book  emphasizes 
responsible  sexual  behavior  along  with  deci- 
sion-making skills  and  values  clarification.  The 
workbook  is  unique  in  that  it  not  only  deals 
with  the  occurrence  and  transmission  of  AIDS 
but  also  with  the  rights  and  needs  of  people 
with  AIDS.  A teacher's  guide  is  available  which 
includes  objectives,  learning  activities,  specific 
learning  outcomes,  tests  and  reading  re- 
sources. 

Evert,  D.  Merril,  editor,  1990,  A New  Agenda 
for  Medical  Missions,  A MAP  International 
Monograph,  MAP  International,  Brunswick, 
Georgia.  This  monograph,  one  of  numerous 
available  from  MAP  International,  challenges 
the  medical  profession  to  serve  the  world's 
poor.  Continuing  searches  must  be  made  for 
better  ways  to  promote  health  within  a Chris- 
tian environment  throughout  the  world. 

Sacks,  Oliver,  1990,  Seeing  Voices:  A Journey  into 
the  World  of  the  Deaf,  Harper  Collins,  New  York, 
New  York,  paperback  $8.95.  Can  you  imagine 
living  in  a society  without  language?  The  au- 
thor, professor  of  clinical  neurology  at  Albert 
Einstein  College  of  Medicine,  explores  the 
world  of  the  deaf  though  not  deaf  himself. 
After  a short  discourse  on  the  history  of  deaf- 
ness and  the  development  of  signing,  he  em- 
barks on  his  voyage  in  the  strange  world  of 
silent  communication.  His  insight  of  the  deaf 
culture  is  thought-provoking.  The  third  sec- 
tion of  this  book  is  devoted  to  the  1988  "strike" 
of  the  students  of  Gallaudet  University  re- 
sulting in  their  demands  for  a deaf  president. 
Founded  124  years  ago,  the  school  had  never 
had  a deaf  president.  The  students  and  faculty 
won  their  battle  ushering  in  a new  movement 
in  the  education  of  the  deaf. 
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pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  In  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1-3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.1  -3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 
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CME  Notebook 


Richard  M.  Caplan,  M.D. 


Reductionists  and  Wholists 


Modern  scientists,  medical  or  other- 
wise, are  often  (pejoratively)  termed  re- 
ductionists, because  they  seek  to  understand 
the  physical  universe  more  fully  by  analyzing 
or  breaking  down  the  objects  of  inquiry  into 
ever  smaller  units  of  structure  and  function. 
This  tends  to  produce  a preoccupation  with 
components  and  measurements  rather  than 
wholes  and  qualities  — membrane  receptor 
sites,  for  example,  rather  than  "people,"  neu- 
rotransmitter substances  rather  than 
"thoughts."  The  tendency  isn't  new:  Goethe 
is  said  to  have  lamented  the  improvements  of 
his  day  in  the  power  of  microscopes  to  discern 
ever  smaller  structures.  Similarly,  the  shift  in 
focus  of  attention  from  person  (macro)  to  par- 
ticle (micro)  lies  behind  some  of  the  current 
disaffection  with  the  medical  profession. 

Modern  scientific  effort  is  easily  tracked 
as  an  extension  from  the  earliest  recorded  ef- 
fort of  Greek  (western)  philosophy.  When 
those  thinkers  whom  we  now  call  philoso- 
phers began  to  speculate  about  the  world 
around  them,  their  effort  centered  on  identi- 
fying the  basic  substance  of  which  everything 
was  made.  So  the  earliest,  Thalles,  claimed 
water;  Anaximander  asserted  air,  which  by 
rarefaction  became  fire,  or  by  compression, 
water  or  earth;  Pythagoras  thought  number; 
Heraclitus  named  change;  and  Democritus  took 
a different  tack,  remarkably  modern-sound- 
ing, asserting  the  existence  of  tiny  identical 
and  indivisible  particles  he  named  atoms 
(meaning  not  able  to  be  cut). 

At  the  time  we  call  the  Renaissance,  think- 
ers began  to  argue  forcefully  with  the  notions 
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and  power  of  supra-human  entities  (God,  the 
Church,  the  monarch).  Their  interest  and  con- 
cern lay  increasingly  with  humans,  and  thus 
they  were  called  "humanists."  I will  hardly 
claim  they  have  "won"  in  the  competition  be- 
tween man  and  the  supernatural,  or  "lost," 
either,  since  a dichotomy  need  not  be  posed. 
But  the  ground  has  shifted  in  the  secular  effort 
of  science  to  inquire  into  smaller  things.  Now 
humanists  are  identified  as  those  who  seek  to 
value  the  entire  human  being  — not  in  contrast 
to  giants,  angels  or  enormities  of  whatever  de- 
scription, but  rather  in  contrast  to  sub-atomic 
entities  like  the  quarks  and  photons  of  phys- 
ics, for  example,  or  to  the  antibodies,  enzymes 
or  intracellular  messengers  established  by  the 
instructions  from  genes. 

The  famous  words  of  Alexander  Pope, 
"The  proper  study  of  mankind  is  man,"  were 
preceded  by  the  often-forgotten  words,  "Pre- 
sume not  God  to  scan."  Were  he  to  write  to- 
day, his  caution  might  read  "Presume  not  only 
ribosomes  to  scan."  A long  march:  from  the 
rule  of  God,  to  the  rule  of  man,  to  the  rule  of 
DNA.  Humanists  argue  that  complete  human 
beings  deserve  at  least  equal  billing  with  pi 
mesons  or  chromosome  fragments. 

The  tension  between  reductionists  (sci- 
entists) and  wholists  (humanists)  will  continue 
indefinitely  because  personal  tastes  and  values 
are  involved.  And  perhaps  that  is  actually 
healthy,  for  only  in  the  pendulum's  swing  is 
time  measured  and  progress  achieved. 

What  is  the  physicians'  place  in  this  con- 
tinuum? In  my  view  they  should  remain  whol- 
ists, focusing  on  the  total  person,  while  know- 
ing and  using  whatever  scientific  knowledge 
can  assist  their  prime  function  of  helping  pre- 
vent and  relieve  illness. 
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Biomedical  Ethics 


Maternal-Fetal  Conflicts 


IN  THE  VAST  MAJORITY  OF  PREGNANCIES,  the 
interests  of  the  pregnant  woman  and  the 
projected  interests  of  the  fetus  coincide.  For 
that  reason,  most  medical  interventions  dur- 
ing pregnancy  are  unproblematic:  the  medi- 
cations and  treatments  given  to  a pregnant 
woman  do  not  pose  undue  risk  of  harm  to  the 
fetus  and  interventions  to  diagnose  and  treat 
a fetus  are  done  with  the  consent  of  the  preg- 
nant woman. 

However,  2 kinds  of  situations  occur  in 
which  the  interests  of  the  pregnant  woman 
and  the  projected  interests  of  the  fetus  are  in 
conflict.  First,  a pregnant  woman  can  refuse 
to  consent  to  a diagnostic  procedure,  medical 
therapy  or  surgical  procedure  that  would  pro- 
mote fetal  well-being  and  possibly  save  the  life 
of  the  fetus  (e.g.,  a cesarean  delivery  for  fetal 
distress).  Second,  the  behavior  of  a pregnant 
woman  in  terms  of  her  health  care  or  life-style 
can  have  harmful  short-term  and  long-term 
consequences  for  the  life  and  health  of  the  fe- 
tus (e.g.,  the  use  of  alcohol  or  cocaine). 

What  are  the  responsibilities  of  the  wom- 
an's physician  in  these  situations?  To  what  ex- 
tent can  he  or  she  try  to  convince  the  woman 
to  change  her  mind  or  her  behavior?  If  at- 
tempts at  education  and  persuasion  fail,  should 
the  woman  be  arrested  in  the  delivery  room 
on  charges  of  child  abuse  or  trafficking  in  il- 
legal drugs? 

At  the  present  time,  the  best  ethical  advice 
for  such  situations  of  conflict  comes  from  2 
sources:  the  most  recent  appellate-level  court 
decision  concerning  forced  treatment  of  a 
pregnant  woman  and  the  policy  statement 
published  by  the  ethics  committee  of  the 
American  College  of  Obstetrics  and  Gynecol- 
ogy (ACOG). 

This  column  is  written  by  Robert  Weir,  Ph.D.,  director  of  biomedical 
ethics  for  the  University  of  Iowa  College  of  Medicine. 


The  case  called  In  re:  AC.  was  a decision 
by  the  District  of  Columbia  Court  of  Appeals 
in  1990  to  overturn  a trial  court  decision  3 years 
earlier  in  the  Angela  Carder  case.  The  original 
decision  had  permitted  a cesarean  section  to 
be  done  on  a George  Washington  University 
Hospital  patient  who  was  26  weeks  pregnant 
and  expected  to  die  from  cancer  within  days 
— even  though  she,  her  family  and  her  at- 
tending physicians  had  agreed  that  the  deliv- 
ery of  the  baby  was  secondary  in  importance 
to  keeping  her  comfortable  as  she  died.  The 
baby  died  within  hours  of  delivery  and  Carder 
died  2 days  later. 

The  decision  by  the  Court  of  Appeals  em- 
phasized the  importance  of  patient  autonomy: 
"We  hold  that  in  virtually  all  cases  the  ques- 
tion of  what  is  to  be  done  is  to  be  decided  by 
the  patient  — the  pregnant  woman  — on  be- 
half of  herself  and  the  fetus." 

When  the  ACOG  addressed  the  issue  of 
maternal-fetal  conflict  in  1987,  the  ethical  po- 
sition taken  was  quite  clear:  "The  role  of  the 
obstetrician  should  be  one  of  an  informed  ed- 
ucator and  counselor,  weighing  the  risks  and 
benefits  to  both  patients."  Consultation  with 
physician  colleagues,  other  parties  to  a case, 
an  ethics  consultant  or  an  institutional  ethics 
committee  may  help  to  resolve  the  conflict. 
However,  coercion  to  obtain  consent  or  force 
a course  of  action  should  be  avoided:  "The  use 
of  the  courts  to  resolve  these  conflicts  is  almost 
never  warranted." 

The  ACOG  position  on  maternal-fetal  con- 
flict was  repeated  in  a bulletin  in  1989:  "The 
obstetrician  should  make  an  effort,  through 
discussion  and  consultation,  to  make  the 
woman  aware  of  the  implications  of  her  actions 
for  the  health  of  the  fetus  ...  no  other  party, 
including  the  state,  should  override  her  auton- 
omy in  order  to  enforce  [her]  obligations." 
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If  you  haven’t  had 
a mammogram, 
you  need  more  than 
your  breasts  examined, 


A mammogram  is  a safe,  low-dose  X-ray  that  can  detect  breast  cancer 
before  there’s  a lump.  In  other  words,  it  could  save  your  life  and  your  breast. 

If  you’re  a woman  over  35,  be  sure  to  schedule  a mammogram. 

Unless  you’re  still  not  convinced  of  its  importance. 

In  which  case,  you  need  more  than  just 
your  breast  examined. 

Find  the  time.  Have  a mammogram. 


AMERICAN 
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Give  yourself  the  chance  of  a lifetime. 


Practice  and  Personal  Management 


Avoiding  the  10%  IRA 
Penalty  Tax 


Physicians  preparing  to  draw  on  their  re- 
tirement fund  before  age  59Vi  view  the  10% 
penalty  tax  for  IRA-pension  withdrawals  as  a 
severe  drawback.  The  Tax  Reform  Act  of  1986 
provides  an  opportunity  to  avoid  this  penalty 
tax.  The  Internal  Revenue  code  allows  penalty- 
free  withdrawals  for  distributions  which  are 
"...  part  of  a series  of  substantially  equal 
periodic  payments  (not  less  frequently  than 
annually)  made  for  the  life  (or  life  expectancy) 
of  the  employee  or  the  joint  lives  (or  joint  life 
expectancy)  of  such  employee  and  his  desig- 
nated beneficiary."  Such  distributions  must 
continue  to  (a)  age  59:/2  or  (b)  for  5 years, 
whichever  occurs  later. 

Clarification  by  the  IRS  as  to  how  "sub- 
stantially equal  periodic  payments"  are  cal- 
culated is  provided  in  IRS  Notice  89-25.  The 
notice  provides  considerable  latitude  in  the 
calculation  of  distributions  which  avoid  the 
10%  penalty. 

Three  Methods 

The  IRS  Notice  assumes  a 50-year-old  IRA 
owner  with  a $100,000  balance.  The  IRS  sug- 
gests the  following  3 methods  of  calculation. 

Divided  by  life  expectancy:  The  50-year- 
old  IRA  owner  would  divide  the  $100,000  bal- 
ance by  the  33.1  year  life  expectancy  for  the 
first  year  distribution  of  $3,021.  Next  year,  at 
age  51,  he/she  would  divide  the  new  IRA  bal- 
ance by  the  32.2  year  life  expectancy. 

Amortization  method:  Amortization  of 
the  IRA  balance  over  the  IRA  owner's  life  ex- 
pectancy at  a "reasonable"  rate  of  interest  pro- 
vides another  distribution  method.  The  IRS 


This  month's  column  was  provided  by  Steve  Roe,  Jim  Pede  and 
Robert  Grieser  of  Century  Pension  Services  in  West  Des  Moines. 


has  indicated  that  a rate  as  low  as  5%  is  ac- 
ceptable. A rate  as  high  as  the  Adjusted 
Monthly  Federal  Rate  (about  10%)  should  also 
be  acceptable.  At  8%  our  50-year-old  IRA 
owner  would  withdraw  $8,679  each  year 
through  age  591/2.  However,  if  6%  were  used, 
the  withdrawal  would  be  $7,020. 

Annuity  method:  This  calculation  is  made 
by  dividing  the  IRA  balance  by  an  annuity  fac- 
tor. This  factor  is  the  present  value  of  an  an- 
nuity of  $1.00  per  year  using  a "reasonable" 
interest  rate.  The  IRA  example  uses  the  UP- 
1984  Mortality  Table  and  an  8%  interest  rate 
to  determine  an  annuity  factor  of  11.109.  This 
produces  a $9,002  per  yer  required  withdrawal 
through  age  59/2  for  our  50-year-old. 

The  IRS  has  permitted  a 50-year-old  IRA 
owner  to  use  an  insurance  company's  life  and 
10-year  certain  immediate  annuity  rates  to  cal- 
culate allowable  withdrawals  under  IRS  Sec- 
tion 72(t).  Joint  life  expectancy  may  also  be 
used.  Assuming  a 50-year-old  spouse,  the  life 
expectancy  method  would  produce  a $2,551 
first  year  withdrawal. 

These  examples  point  out  the  considera- 
ble flexibility  of  IRA  withdrawal  provisions  that 
avoid  the  10%  penalty.  The  range  is  from  $2,551 
first  year  for  a joint  and  survivor  calculation 
to  $9,002  annuity  payment  each  year  through 
age  59Vi. 

Reasons  to  consider  pre-age  59V2  distri- 
bution of  IRA's  and  pension  money  include: 
retirement  income,  college  funding  for  chil- 
dren, keeping  IRA  and  pension  assets  below 
the  15%  excise  tax  level,  a gifting  program, 
keeping  the  estate  from  growing  into  an  even 
higher  estate  tax  bracket  and  providing  estate 
liquidity  through  the  funding  of  an  irrevocable 
trust. 
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New  Products  and  Programs 


EFFECTIVE  TREATMENT  FOR  CHRONIC 
HEPATITIS  — Intron  A,  Schering-Plough 
Corporation's  brand  of  alpha  interferon,  has 
been  approved  for  the  treatment  of  chronic 
hepatitis  Non-A,  Non-B/C,  an  insidiously  pro- 
gressive and  sometimes  fatal  liver  disease.  The 
approval  of  Intron  A for  this  indication  is  im- 
portant because,  until  now,  there  has  been  no 
effective  treatment  for  chronic  hepatitis  Non- 
A,  Non-B/C. 

Each  year  an  estimated  170,000  Americans 
become  acutely  infected  with  hepatitis  Non- 
A,  Non-B/C.  Of  those,  42%  have  a history  of 
intravenous  (IV)  drug  use  and  6-10%  have  a 
history  of  blood  transfusions.  The  remaining 
become  infected  through  other  modes  of  trans- 
mission, including  hemodialysis,  sexual  con- 
tact with  an  infected  partner,  occupational  ex- 
posure to  infected  blood  or  blood  products  and 
unidentifiable  sources.  Approximately  85,000 
of  those  acutely  infected  develop  chronic  hep- 
atitis Non-A,  Non-B/C.  About  17,000  individ- 
uals with  chronic  hepatitis  Non-A,  Non-B/C 
develop  cirrhosis,  which  may  progress  to  liver 
failure. 

In  the  U.S.  Intron  A is  also  approved  for 
the  treatment  of  hairy  cell  leukemia,  selected 
cases  of  condylomata  acuminata  (venereal 
warts)  and  AIDS-related  Kaposis's  sarcoma  in 
selected  patients  18  years  or  older.  Intron  A is 
currently  approved  in  11  other  countries  for 
the  treatment  of  chronic  hepatitis  Non-A,  Non- 
B/C.  Further  information  may  be  obtained  from 
Schering-Plough  Corporation,  Madison,  New 
Jersey  or  from  their  local  representative. 


GLUCOSE  TABLETS  PROVIDE  RELIEF  IN 
TREATING  HYPOGLYCEMIA  — A recent  sci- 
entific study  shows  that  Becton  Dickinson  Orange- 
Flavored  Glucose  Tablets  provide  faster  relief  than 
traditional  home  remedies  in  treating  hypoglycemia. 
B-D  Glucose  Tablets  also  produce  a continual  rise 
in  blood  glucose  levels  after  such  remedies  as  candy, 
cola  and  orange  juice  had  peaked.  B-D  Orange-Fla- 
vored Glucose  Tablets  deliver  5 grams  of  pure  glu- 


cose into  the  bloodstream  in  a quick  and  efficient 
way.  The  sugar  found  in  home  remedies  is  in  a more 
complex  state  and  has  to  break  down  into  glucose 
to  effectively  treat  hypoglycemia.  The  glucose  tablets 
come  6 to  a package,  enough  for  2-3  doses.  Each 
tablet  contains  only  19  calories.  The  commonly-taken 
doses  of  home  remedies  contain  more  than  100  cal- 
ories. Both  the  orange  flavoring  and  consistency 
were  selected  after  consumer  testing.  Available 
without  a prescription  at  drug  and  pharmacy 
counters  nationwide,  B-D  Glucose  Tablets  have  an 
average  retail  price  of  $1.19  per  package. 


NEW  ENTERAL  FORMULA  REDUCES 
HOSPITAL  STAY  — The  results  of  a clinical 
study  presented  at  a recent  meeting  of  the 
American  Society  of  Parenteral  and  Enteral 
Nutrition  reveal  that  the  enteral  (tube  feeding) 
formula  IMPACT®  resulted  in  a 22%  reduction 
in  mean  length  of  hospitalization  when  com- 
pared to  a standard  enteral  formula.  These  data 
demonstrate  for  the  first  time  the  impact  of 
nutrition  on  clinical  outcome  — specifically  in- 
fections, wound  complications  and  mean 
length  of  hospital  stay  — in  a group  of  critically 
ill  patients. 

IMPACT®,  a ready-to-use,  high-protein, 
specially  enriched  enteral  formula,  is  intended 
specifically  for  patients  with  or  at  risk  of  sup- 
pressed immune  function  due  to  the  hyper- 
metabolism of  illness  or  injury  — including 
cancer,  multiple  trauma,  severe  burn  injury, 
sepsis  and  major  general  surgery.  IMPACT®, 
manufactured  and  marketed  by  Sandoz  Nu- 
trition, Minneapolis,  is  the  only  enteral  for- 
mula enriched  beyond  standard  enteral  prod- 
ucts with  added  arginine,  dietary  nucleotides 
and  fish  oil  — a rich  source  of  the  long  chain 
omega-3  fatty  acids  EPA  and  DHA.  IMPACT® 
also  is  enriched  with  vitamins  and  minerals  in 
amounts  that  meet  or  exceed  the  U.S.  RDA  in 
1500  mL  and  it  provides  50%  of  vitamin  A as 
beta  carotene.  Because  of  its  low  osmolality 
(375  mOsm/kg  water),  it  is  well  tolerated  for 
early  postoperative  feeding.  IMP  AC®  is  also 
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lactose-  and  gluten-free  and  low  in  cholesterol 
and  sodium. 

MEDICINES  IN  TESTING  TOR  RARE  DIS- 
EASES — The  Pharmaceutical  Manufacturers  As- 
sociation (PMA)  has  cited  a new  survey  entitled 
"Orphan  Drugs  in  Development"  which  shows  that 
176  treatments  for  rare  diseases  are  in  human  clin- 
ical trials  or  at  the  Food  and  Drug  Administration 
(FDA)  for  review.  This  is  a 32%  increase  over  the 
133  drugs  in  development  identified  in  PMA's  first 
orphan  drugs  survey  of  August  1989.  The  PMA 
survey  also  identified  some  of  the  important  areas 
of  orphan  drug  research.  They  are : AIDS  and  AIDS- 
related  conditions  with  24  drugs  in  development, 
cancers  with  54,  childhood  diseases  with  46,  dis- 
eases of  women  with  12,  genetic  disorders  with  31 
and  neuromuscular  disorders  with  11.  For  copies  of 
the  "Orphan  Drugs  in  Development"  survey  re- 
port, please  write  to  Editor,  "Orphan  Drugs  in 
Development,"  Pharmaceutical  Manufacturers  As- 
sociation, 1100  15th  Street,  NW,  Washington,  DC 
20005. 


FDA  APPROVES  LEUKINE®  — Immunex 
Corporation  has  announced  Food  and  Drug 
Administration  clearance  to  market  Leukine® 
(Sargramostim),  a recombinant  human  gran- 
ulocyte macrophage  colony  stimulating  factor 
(rhu  GM-CSF),  which  is  a drug  that  promotes 
the  growth  of  infection-fighting  white  blood 
cells.  The  drug  will  be  used  to  speed  myeloid 
(marrow)  recovery  in  patients  undergoing  au- 
tologous bone  marrow  transplantation  to  treat 
certain  cancers  called  non-Hodgkin's  lym- 
phoma, Hodgkin's  disease  and  acute  lym- 
phoblastic leukemia.  Immunex  developed 
Leukine®  in  collaboration  with  Behringwerke, 
A.G.  (Marburg,  Germany)  and  Hoechst-Rous- 
sel  Pharmaceuticals,  Inc.  (Somerville,  New  Jer- 
sey). In  addition  to  providing  the  new  therapy 
through  its  own  medical  sales  representatives, 
Immunex  will  manufacture  Sargramostim  for 
distribution  in  the  U.S.  by  Hoechst-Roussel. 
For  more  information  contact  Jason  Rubin  or 
Valoree  Dowell,  Immunex  Corporation,  206/ 
587-0430. 


HAWKEYE 
MEDICAL 
SUPPLY ; INC. 


ONE  CALL  — ONE  SOURCE 


We  know  the  value  of  your  employees’  time.  Now,  with  a single  toll-free  phone  call,  you 
can  consolidate  your  office  supply  needs  with  your  medical  supply  purchases.  We  have 
an  extensive  line  of  office  supplies  and  equipmentavailable.  Take  this  opportunity  to  free 
your  employees  for  their  most  valued  task . . . patient  care. 


HOME  OFFICE  225  E PRENTISS  STREET.  IOWA  CITY.  !A  52244  (31 9)  337-31 21 
BRANCH  OFFICES:  721 2 UNIVERSITY  AVE,  DES  MOINES.  IA  5031 1 (515)  274-401 5 
901  E KIMBERLY  RD„  DAVENPORT.  IA  52807  (319)  386-1345 


IOWA  WATS 
1-800-272-6448 


‘After  the  sale  ...it's  the  SERVICE  that  counts.' 


Your 

rQbco-> 

dealer 
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College  of  Medicine  Highlights 


LUNG  CANCER  WILL  OVERTAKE  BREAST 
CANCER  in  Iowa  this  year  as  the  number  one 
cancer-killer  of  women,  according  to  a 1991 
report  of  the  State  Health  Registry  of  Iowa  at 
the  UI  College  of  Medicine.  Among  Iowa  men, 
lung  cancer  has  been  the  deadliest  type  for 
several  decades.  The  report  projects  that  twice 
as  many  men  as  women  will  die  from  it  this 
year,  but  the  gap  is  narrowing  as  lung  cancer 
deaths  level  out  among  younger  men  but  con- 
tinue to  rise  among  women.  Eighty-five  per- 
cent of  lung  cancer  cases  in  Iowa  are  smoking- 
related,  according  to  the  report.  UI  faculty  in- 
volved in  preparing  the  report  were  Drs. 
Charles  Lynch  and  Paul  Pomrehn,  preventive 
medicine  and  environmental  health. 

APPLICATIONS  TO  THE  UI  COLLEGE  OF 
MEDICINE  are  up  42.5%  this  year;  nationally 
applications  are  up  15%.  At  the  UI,  2,262  students 
applied  for  175  positions.  Last  year,  1,587  students 
applied.  Most  UI  medical  students  come  from  Iowa, 
and  35%  are  from  communities  of  less  than  10,000. 
Half  the  state's  physicians  are  UI  graduates  or  have 
done  post-graduate  medical  studies  here,  says  Dr. 
Paul  Pomrehn,  associate  dean.  UI  medical  grad- 
uates go  into  family  practice  at  twice  the  national 
average. 

GRANTS  AND  HONORS:  Dr.  Francois  Ab- 
boud,  internal  medicine,  past  president  of  the 
American  Heart  Association,  was  featured  in 
Silent  Killer:  Women  and  Heart  Disease,  a nation- 
ally televised,  AHA-sponsored  documentary 
broadcast  in  March.  Abboud  also  met  with 
President  George  Bush  in  February  for  the 
signing  of  the  proclamation  designating  Feb- 
ruary as  American  Heart  Month.  . . . Dr.  Ken- 
neth Follett,  neurosurgery,  received  the  1991 
Young  Clinician  Investigator  Award  by  the  Re- 
search Foundation  of  the  American  Associa- 
tion of  Neurological  Surgeons.  With  the  $40,000 
award,  Follett  will  study  how  the  cerebral  cor- 
tex processes  information  about  visceral 
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pain.  . . . Dr.  Samuel  Fomon,  pediatrics,  has 
been  selected  to  receive  the  Nutricia  Award  at 
the  Erasmus  University  in  Rotterdam,  the 
Netherlands.  The  prize  is  awarded  once  every 
3 years  to  an  outstanding  scientist  in  human 
nutrition.  . . . Dr.  James  Hanson,  pediatrics, 
has  been  named  a 1991  Kennedy  Foundation 
Fellow  in  Public  Policy.  Hanson,  a pediatric 
geneticist,  will  work  for  one  year  on  the  Senate 
Subcommittee  on  Disability  Policy,  chaired  by 
Iowa  Senator  Tom  Harkin.  . . . Dr.  Stephen 
Hempel,  internal  medicine,  has  been  named 
recipient  of  the  American  Heart  Association 
Genentech  Clinician  Scientist  Award  in 
Thrombolysis.  With  a 3-year,  $257,000  grant, 
Hempel  will  study  the  problem  of  blood  clot 
formation  in  patients  who  have  had  a heart 
attack  or  a liver  or  kidney  transplant.  . . . The 
1991  Houts- Arthritis  Foundation  Fellowship  at 
the  UI  College  of  Medicine  has  been  awarded 
to  Dr.  Carlos  Perandones  of  Buenos  Aires,  Ar- 
gentina. Perandones  will  spend  at  least  2 years 
at  the  UI  conducting  immunology  research  in 
the  laboratories  of  Drs.  Robert  Ashman  and 
John  Cowdery,  both  of  internal  medicine.  The 
fellowship  is  supported  in  part  by  a bequest 
from  the  late  Dorothy  Houts  of  Cedar  Rapids. 

ALL  HEALTHY  CHILDREN  ABOVE  AGE  2 

should  eat  in  a heart-healthy  way  to  lower  blood 
cholesterol  and  help  prevent  coronary  heart  disease 
in  adulthood,  but  wide-scale  screening  of  children 
for  high  cholesterol  levels  is  unnecessary,  according 
to  recommendations  released  in  April  by  the  Na- 
tional Cholesterol  Education  Program,  which  is 
sponsored  by  the  National  Heart,  Lung,  and  Blood 
Institute.  Dr.  Ronald  Lauer,  pediatrics,  was 
chairman  of  the  Expert  Panel  that  recommended 
only  those  children  who  have  a family  history  of 
premature  cardiovascular  disease  should  be  tested. 
The  recommendations  are  supported  by  findings  of 
the  20-year  UI  Muscatine  Coronary  Risk  Factor 
Project.  Those  findings  were  reported  in  the  Decem- 
ber 19  issue  of  JAMA.  Since  1970,  Muscatine 
schoolchildren  have  been  involved  in  the  UI  study 
that  examines  coronary  risk  factors,  including  high 


402  / Iowa  Medicine 


blood  pressure,  high  cholesterol  and  other  lipids, 
obesity,  smoking  and  heredity. 

DR.  WILLIAM  SIVITZ,  INTERNAL  MEDI- 
CINE, was  elected  president  of  the  Iowa  Af- 
filiate of  the  American  Diabetes  Association  for 
1991-92  at  the  organization's  annual  meeting 
in  May  in  Des  Moines.  Sivitz  has  served  the 
affiliate  board  for  the  past  3 years.  The  Iowa 
Affiliate  also  awarded  a Special  Achievement 
Award  to  Dr.  Robert  Bar,  internal  medicine, 
who  has  served  the  American  Diabetes  As- 
sociation as  chairman  of  the  research  commit- 
tee at  both  the  state  and  national  levels. 

A NEW $6.5  MILLION P.E.T.  IMAGING  CEN- 
TER is  now  open  in  the  John  Pappajohn  Pavilion 
at  UI  Hospitals  and  Clinics.  The  scanner  will  be 
used  by  faculty  and  staff  in  the  UI  departments  of 
neurology,  psychiatry,  radiology  and  internal  med- 
icine for  clinical  diagnosis  and  biomedical  research. 
The  P.E.T.  scanner  uses  radioactive  drugs  to  trace 
blood  flow,  metabolism  or  a certain  chemical.  With 
its  3-dimensional  imaging,  it  is  useful  in  studying 
functions  of  the  brain,  heart,  lungs  and  other  or- 
gans. Dr.  Richard  Hichw a,  radiology,  is  director 
of  the  P.E.T.  Imaging  Center. 


McKENNAN  HOSPITAL 

7th  Annual 
CLINICAL 
UPDATE 

A Symposium  for  Physicians 

Modules  In: 
Hematology/Oncology 
Cardiology 
Infectious  Disease 
Topics  of  Current  Interest 

Friday  & Saturday 
October  11  & 12, 1991 
Holiday  Inn  City  Center 
Sioux  Falls,  SD 

Contact:  Marvie  Swanson 
800  E 21st  St 

Sioux  Falls,  SD  57117-5045 
(605)  339-8117 


♦ ♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦ 

♦ $30,000  BONUS  OFFERED  TO  HEALTH  CARE  PROFESSIONALS  ♦ 

♦ ♦ 

♦ If  you  are  a board-certified  physician  or  a candidate  for  board  certification  in  one  of  ^ 

♦ the  following  specialties,  you  may  qualify  for  a bonus  of  up  to  $30,000  in  the  Army  ♦ 

♦ Reserve.  ♦ 

♦ Anesthesiology  • General  Surgery  • Thoracic  Surgery  ♦ 

X Pediatric  Surgery  • Orthopedic  Surgery  X 

X Colon-Rectal  Surgery  • Vascular  Surgery  • Neurosurgery  X 

♦ ♦ 

♦ ♦ 

♦ A test  program  is  being  conducted  which  offers  a bonus  to  eligible  physicians  ♦ 

♦ who  reside  in  certain  geographic  areas  (Pennsylvania,  West  Virginia,  Ohio,  ♦ 

♦ Michigan,  Illinois,  Indiana,  Wisconsin,  Minnesota  and  Iowa).  You  would  receive  a ♦ 

X $10,000  bonus  for  each  year  you  serve  as  an  Army  Reserve  physician— for  a % 
X maximum  of  three  years.  X 

^ You  may  serve  near  your  home,  at  times  convenient  for  you,  or  at  Army  medical  J 

♦ facilities  in  the  United  States  and  abroad.  There  are  also  opportunities  to  attend  ♦ 

♦ conferences  and  participate  in  special  training  programs,  such  as  the  Advanced  ♦ 

♦ Trauma  Life  Support  Course.  ♦ 

X To  learn  more  about  the  Army  Reserve  and  the  Bonus  Test  Program,  call  one  of  X 
X our  experienced  Medical  Personnel  Counselors:  X 

l MAJOR  JAMES  H.  ANWAY  ♦ 

♦ (612)  854-7702/7328  (CALL  COLLECT)  ♦ 

♦ ARMY  RESERVE.  BE  ALL  YOU  CAN  BE.  ♦ 

?♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦* 
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PBBaaayjjiaa 


THE  WRONG  LEGISLATION  COULD 
BE  A BITTER  PILL  TO  SWALLOW 

SYMPTOMS:  Acute  distortion  by  the  medical  liability  system.  Persistent  lobbying  by  trial 
lawyers  for  legislation  to  destroy  the  liability  reforms  passed  in  Iowa.  Chronic  fingerpointing  by 
some  elected  officials  and  special  interest  groups  trying  to  make  doctors 


scapegoats  for  increasing  healthcare  costs.  DIAGNOSIS:  A malignant 
health  care  system  caused  by  toxic  legislation.  IS  THERE  A DOCTOR  IN 
THE  SENATE?  PROGNOSIS:  If  the  medical  profession  and  other  concerned 
lant,  our  fine  medical  system  - the  best  in  the  world  - will  be  in  danger  of  being 
“cures”.  TREATMENT:  A strong  dose  of  support  for  your  voluntary  team  of 
tives  and  professional  lobbyists,  through  your  membership  in  the  Iowa  Medical 
tee  (IMPAC)  and  the  American  Medical  Political  Action  Committee  (AMPAC).  PRE- 
through  IMPAC  and  AMPAC  from  PERSONAL  CONTRIBUTIONS  go  directly,  100%,  to  help  legislators  and  candidates 
for  office  who  support  us  on  key  medical  issues.  Mail  your  PERSONAL  check  today  using  the  coupon  below  to 
ensure  a healthy  future  for  legislation  that  affects  your  patients,  your  profession  and  your  future! 


growth  on  the 
THE  HOUSE  ...  OR 

citizens  are  not  vigi- 
crippled  by  ill-advised 
physician  representa- 
Political  Action  Commit- 
VENTION:  Funds  raised 


Enclosed  is  my  check!  Please  enroll  me  as  a member  of  IMPAC  and  AMPAC. 

$250  Gold  membership  $100  Sustaining  membership 

$150  Family  membership  Please  accept  my  additional 

support  of  $ 

(Please  Print) 

Name:  

Address:  


City/State/ZIP:  

Return  to:  IMPAC,  1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265 


Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  AMA  nor  t 
IMS  will  favor  or  disadvantage  anyone  based  upon  the  amounts  of  or  failure 
to  make  pac  contributions.  Contributions  are  subject  t< 
of  FEC  Regulations.  (Federal  regulations  require  t 
for  by  the  Iowa  Medical  Society  Political  Action  C 
1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265. 

Contributions  to  AMPAC  and  IMPAC  are  nc 
deductible  as  charitable  contributions  for 
Federal  Income  Tax  purposes.  IF  YOUR 
PRACTICE  IS  INCORPORATED,  - 

IMPAC  AND  AMPAC  VOL-  ^ 

UNTARY  POLITICAL  \ 

CONTRIBUTIONS  ^ ^ , « 

should  be  1001  Grand  Avenue 

onTper-  I West  Des  Moines, 

cSeck  Iowa  50265 


About  Iowa  Physicians 


Dr.  Enrico  Melson  has  joined  the  Sartori  Me- 
morial Hospital  staff  in  Cedar  Falls  as  the  oc- 
cupational health  medical  director.  Dr.  Melson 
received  the  M.D.  degree  at  the  University  of 
California  College  of  Medicine,  Irvine,  Cali- 
fornia. He  previously  served  as  a medical  of- 
ficer for  Sac  and  Fox  Tribal  Health  Services  in 
Tama.  Dr.  Jeff  Hoffmann,  formerly  of  Pioneer 
Medical  Center  in  Rock  Rapids,  has  joined  Dr. 
Robert  Merrick  and  Dr.  Andrew  Smith  at  the 
Family  Medicine  Associates,  Guttenberg.  Dr. 
David  Gerbracht  has  joined  McFarland  Clinic 
in  Ames.  Dr.  Gerbracht  received  the  M.D.  de- 
gree from  the  University  of  Pittsburgh  School 
of  Medicine,  Pittsburgh,  Pennsylvania  and 
completed  an  internal  medicine  residency  at 
Mercy  Hospital,  Pittsburgh  and  Naval  Re- 
gional Medical  Center,  Portsmouth,  Virginia. 
The  following  physicians  were  recently  elected 
to  the  Iowa  Thoracic  Society:  Dr.  Michael  Pe- 
terson, president;  Dr.  Miles  Weinberger,  vice 
president;  Dr.  Laverne  Wintermeyer,  secre- 
tary-treasurer and  Dr.  Robert  Fick,  Jr.,  chap- 
ter representative.  Dr.  Richard  Tyler,  Depart- 
ment of  Otolaryngology-Head  and  Neck 
Surgery,  U.  of  I.  College  of  Medicine,  has  been 
awarded  a senior  research  fellowship  from  the 
French  Ministry  of  Research  and  Technology. 
Dr.  Tyler  will  research  electrical  suppression 
of  tinnitus  in  patients  with  cochlear  implants. 
The  Iowa  Chapter  of  the  American  College  of 
Physicians  has  given  the  1991  Laureate  Award 
to  the  following  physicians  for  their  significant 
career  contributions  to  internal  medicine:  Dr. 
Richard  DeGowin,  professor  of  medicine  and 
radiology  at  U.  of  I.  College  of  Medicine  and 
Dr.  George  Spellman,  a Sioux  City  internist. 
Dr.  Anita  Remerowski  has  joined  the  Ot- 
tumwa Clinic.  Dr.  Remerowski  received  the 
M.D.  degree  at  Northwestern  University  Med- 
ical School,  Chicago,  Illinois  and  served  her 
residency  at  the  University  of  Nebraska  Med- 
ical Center,  Omaha,  Nebraska.  Dr.  Elizabeth 
Stoebe  has  joined  Dr.  Laine  Dvorak  and  Dr. 
Sherry  Bulten  at  Park  Physicians  in  Hum- 
boldt. Dr.  Stoebe  received  the  D.O.  degree 


from  the  University  of  Osteopathic  Medicine 
and  Health  Sciences,  Des  Moines  and  com- 
pleted a family  practice  residency  at  St.  Joseph 
Mercy  Hospital  in  Mason  City.  Dr.  Keith 
Hummel  has  joined  the  staff  of  Hartley  Com- 
munity Memorial  Hospital.  Dr.  Hummel  re- 
ceived the  M.D.  degree  from  Spartan  Health 
Sciences  University,  St.  Lucia,  British  West  In- 
dies and  completed  a residency  at  Wyckoff 
Heights  Hospital,  Brooklyn,  New  York.  Dr. 
David  Crozier  has  relocated  with  the  Com- 
munity Family  Practice  Clinic  to  Eagle  Grove. 
Dr.  Crozier  had  been  practicing  in  the  Clarion 
office  for  the  past  2 years.  Dr.  Gregory  Hoek- 
stra  and  Dr.  David  Hanson,  faculty  physicians 
at  the  Waterloo  Family  Practice  Residency  Pro- 
gram, recently  received  clinical  appointments 
at  the  U.  of  I.  College  of  Medicine.  Dr.  Jon 
Fleming,  gastroenterologist  at  McFarland 
Clinic  in  Ames,  has  been  selected  for  inclusion 
in  Steven's  Who's  Who  in  Health  and  Medical 
Services  1990-91  edition.  Dr.  Fleming  was  cho- 
sen for  his  professional  experience  and  note- 
worthy accomplishments  in  medicine.  The  fol- 
lowing physicians  were  elected  to  the  staff  of 
St.  Luke's  Regional  Medical  Center,  Sioux  City: 
Dr.  Jack  Bristow,  president;  Dr.  David  How- 
ard, president-elect  and  Dr.  Mark  Wheeler, 
secretary-treasurer.  Dr.  Chuck  Hoyt  has  joined 
Creston  Medical  Center.  Dr.  Hoyt  received  the 
D.O.  degree  from  the  University  of  Osteo- 
pathic Medicine  and  Health  Sciences,  Des 
Moines  and  completed  a family  practice  resi- 
dency at  Iowa  Lutheran  Hospital,  Des  Moines. 
Dr.  Larry  Magruder  has  joined  Nishna  Valley 
Family  Physicians  Clinic,  Harlan.  Dr.  Magru- 
der received  the  M.D.  degree  from  the  Uni- 
versity of  Texas  Medical  Branch,  Galveston, 
Texas  and  completed  his  residency  at  Meth- 
odist Hospital,  Dallas,  Texas.  Dr.  Magruder 
previously  practiced  in  Orange  City.  Dr.  War- 
ren Bower,  chief  of  surgery  at  Grinnell  Hos- 
pital, has  assumed  the  office  of  president  of 
the  Iowa  Academy  of  Surgery.  Dr.  Bower  suc- 
ceeds Dr.  Edward  Mason,  professor  of  surgery 

(Continued  page  407) 
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For  excellent  response  in  the  treatment  of 
duodenal  ulcers... 
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has  the  right  answers 

■ Rapid  epigastric  pain  relief'2* 
Fast  and  effective  ulcer  healing 


ID 

PASSES  THE  ACID  TEST 


*Most  patients  experience  pain  relief  with  the  first  dose. 
See  adjacent  page  for  references  and  brief  summary 
of  prescribing  information. 
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AXID  K (nizatidine  capsules) 

Brief  Summary.  Consult  the  package  insert  for  complete  prescribing  information. 
Indications  and  Usage:  1 . Active  duodena!  ulcer -tor  up  to  8 weeks  of  treatment.  Most 
patients  heal  within  4 weeks. 

2,  Maintenance  therapy -tor  healed  duodenal  ulcer  patients  at  a reduced  dosage 
of  150  mg  h.s.  The  consequences  of  therapy  with  Axid  for  longer  than  1 year 

Contraindications:  Known  hypersensitivity  to  the  drug.  Because  cross  sensitivity  in 
this  class  of  compounds  has  been  observed,  H2-receptor  antagonists,  including  Axid, 
should  not  be  administered  to  patients  with  a history  of  hypersensitivity  to  other 
Hj-receptor  antagonists. 

Precautions:  General- 1.  Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe  renal  insufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic  dysfunction, 
the  disposition  of  nizatidine  is  similar  to  that  in  normal  subjects. 

Laboratory  7esfs — False-positive  tests  for  urobilinogen  with  Multistix®  may  occur 
during  therapy. 

Drug  Interactions-Uo  interactions  have  been  observed  with  theophylline, 
chlordiazepoxide.  lorazepam,  lidocaine,  phenytoin,  and  warfarin.  Axid  does  not  inhibit 
the  cytochrome  P-450  enzyme  system:  therefore,  drug  interactions  mediated  by 
inhibition  of  hepatic  metabolism  are  not  expected  to  occur.  In  patients  given  very 
high  doses  (3,900  mg)  of  aspirin  daily,  increased  serum  salicylate  levels  were  seen 
when  nizatidine,  150  mg  bid.,  was  administered  concurrently. 

Carcinogenesis,  Mutagenesis.  Impairment  ol  Fertility- A 2-year  oral  carcinogenicity 
study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  times  the  recommended 
daily  therapeutic  dose)  showed  no  evidence  of  a carcinogenic  effect  There  was  a 
dose-related  increase  in  the  density  of  enterochromattin-like  (ECL)  cells  in  the  gastric 
oxynhc  mucosa.  In  a 2-year  study  in  mice,  there  was  no  evidence  of  a carcinogenic 
effect  in  male  mice,  although  hyperplastic  nodules  of  the  liver  were  increased  in  the 
high-dose  males  as  compared  with  placebo.  Female  mice  given  the  high  dose  of  Axid 
(2,000  mg/kg/day,  about  330  times  the  human  dose)  showed  marginally  statistically 
significant  increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of  hepatic  carcinoma 
in  the  high-dose  animals  was  within  the  historical  conUol  limits  seen  for  the  strain 
of  mice  used.  The  female  mice  were  given  a dose  larger  than  the  maximum  tolerated 
dose,  as  indicated  by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevations).  The  occurrence  of 
a marginal  finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat 
hepatotoxic  dose,  with  no  evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female 
mice  (given  up  to  360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic  potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis,  sister 
chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration  tests,  and  a 
micronucleus  test. 

In  a 2-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses  of  nizatidine 
up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive  performance 
of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Etfects-Pregnancy  Category  C- Oral  reproduction  studies 
in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits  at 
doses  up  to  55  times  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect;  but  at  a dose  equivalent  to  300  times  the  human  dose,  treated  rabbits 
had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On 
intravenous  administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine  at 
20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aortic  arch,  and  cutaneous 
edema  in  1 fetus,  and  at  50  mg/kg,  it  produced  ventricular  anomaly,  distended 
abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  1 fetus.  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women  It  is  also  not 
known  whether  nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant 
woman  or  can  affect  reproduction  capacity.  Nizatidine  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  AfoT/zezs— Studies  in  lactating  women  have  shown  that  0.1%  of  an  oral 
dose  is  secreted  in  human  milk  in  proportion  to  plasma  concentrations.  Because  of 
growth  depression  in  pups  reared  by  treated  lactating  rats,  a decision  should  be 
made  whether  to  discontinue  nursing  or  the  drug,  taking  into  account  the  importance 
of  the  drug  to  the  mother. 

Pediatric  (Tse— Safety  and  effectiveness  in  children  have  not  been  established. 

Use  in  Elderly  Paf/enfs-Healing  rates  in  elderly  patients  were  similar  to  those 
in  younger  age  groups  as  were  the  rates  of  adverse  events  and  laboratory  test 
abnormalities.  Age  alone  may  not  be  an  important  factor  in  the  disposition  of 
nizatidine.  Elderly  patients  may  have  reduced  renal  function. 

Adverse  Reactions:  Clinical  trials  of  varying  durations  included  almost  5,000  patients. 
Among  the  more  common  adverse  events  in  domestic  placebo-controlled  trials  of 
over  1,900  nizatidine  patients  and  over  1,300  on  placebo,  sweating  (1%  vs  0.2%), 
urticaria  (0.5%  vs  <0.01%),  and  somnolence  (2.4%  vs  1.3%)  were  significantly 
more  common  with  nizatidine.  It  was  not  possible  to  determine  whether  a variety  of 
less  common  events  were  due  to  the  drug. 

Hepatic- Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase) 
possibly  or  probably  related  to  nizatidine  occurred  in  some  patients.  In  some  cases, 
there  was  marked  elevation  (>500 IU/L)  in  SGOT  or  SGPT  and,  in  a single  instance, 
SGPT  was  >2,000  IU/L.  The  incidence  of  elevated  liver  enzymes  overall  and 
elevations  of  up  to  3 times  the  upper  limit  of  normal,  however,  did  not  significantly 
differ  from  that  in  placebo  patients.  All  abnormalities  were  reversible  after  discontinuation 
of  Axid.  Since  market  introduction,  hepatitis  and  jaundice  have  been  reported.  Rare 
cases  of  cholestatic  or  mixed  hepatocellular  and  cholestatic  injury  with  jaundice 
have  been  reported  with  reversal  of  the  abnormalities  after  discontinuation  of  Axid. 

Cardiovascular  - In  clinical  pharmacology  studies,  short  episodes  of  asymptomatic 
ventricular  tachycardia  occurred  in  2 individuals  administered  Axid  and  in  3 
untreated  subjects. 

CA/S— Rare  cases  of  reversible  mental  confusion  have  been  reported. 

fntfocwie-Clinical  pharmacology  studies  and  controlled  clinical  trials  showed  no 
evidence  of  antiandrogenic  activity  due  to  nizatidine.  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  patients  on  nizatidine  and  those  on  placebo. 
Gynecomastia  has  been  reported  rarely. 

Hematologic- Fatal  thrombocytopenia  was  reported  in  a patient  treated  with 
nizatidine  and  another  H2-receptor  antagonist.  This  patient  had  previously  experienced 
thrombocytopenia  while  taking  other  drugs.  Rare  cases  of  thrombocytopenic  purpura 
have  been  reported. 

Integumental-Smafmg  and  urticaria  were  reported  significantly  more  frequently 
in  nizatidine-  than  in  placebo-treated  patients.  Rash  and  exfoliative  dermatitis  were 
also  reported. 

Hypersensitivity-  As  with  other  H2-receptor  antagonists,  rare  cases  of  anaphylaxis 
following  nizatidine  administration  have  been  reported.  Rare  episodes  of  hypersensitivity 
reactions  (eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported. 

OT/zev— Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was  reported. 
Eosinophilia,  fever,  and  nausea  related  to  nizatidine  have  been  reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage  occurs, 
activated  charcoal,  emesis,  or  lavage  should  be  considered  along  with  clinical 
monitoring  and  supportive  therapy.  Renal  dialysis  does  not  substantially  increase 
clearance  of  nizatidine  due  to  its  large  volume  of  distribution. 
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at  the  U.  of  I.  College  of  Medicine.  Dr.  Mi- 
chael Giudici,  Davenport,  recently  presented 
a paper,  “Comparison  of  DDD  Versus  VVIR 
Pacing  in  Patients  with  a Chronotropic  Re- 
sponse to  Exercise,"  at  the  Ninth  World  Con- 
gress of  Pacing  and  Electrophysiology  in 
Washington,  D.C.  Dr.  Jean  Beatty  Spencer  has 
established  Central  Iowa  Pediatric  Ophthal- 
mology in  West  Des  Moines.  Dr.  Spencer  re- 
ceived the  M.D.  degree  from  the  U.  of  I.  Col- 
lege of  Medicine  and  completed  a residency 
at  U.  of  I.  Hospitals  and  Clinics.  Two  physi- 
cians have  recently  joined  the  Park  Clinic  in 
Mason  City:  Dr.  Russell  Smidt  and  Dr.  Clau- 
dio DePeralta.  Dr.  Smidt  received  the  M.D. 
degree  at  the  U.  of  I.  College  of  Medicine  and 
completed  a pediatric  residency  at  the  Uni- 
versity of  Wisconsin,  Madison,  Wisconsin.  Dr. 
DePeralta  received  the  M.D.  degree  from  the 
College  of  Medicine,  University  of  the  Phil- 
ippines, Manila,  Philippines  and  served  a gen- 
eral surgery  residency  at  Brooklyn  Hospital, 
Brooklyn,  New  York.  U.  of  I.  College  of  Med- 
icine researchers  Dr.  Edmund  Franken,  Jr.  and 
Dr.  Charles  Lu  recently  received  awards  from 
international  medical  societies.  Dr.  Franken 
received  honorary  membership  in  the  Euro- 
pean Society  of  Pediatric  Radiology  at  the  1991 
International  Pediatric  Radiology  meeting  in 
Stockholm,  Sweden.  Dr.  Lu  received  the  So- 
ciety of  Gastrointestinal  Radiologists'  1991-92 
Research  Award. 


Deaths 


Dr.  Chauncey  Heffernan,  81,  Sioux  City,  died 
March  8.  Dr.  Heffernan  received  the  M.D.  de- 
gree from  Creighton  University  School  of 
Medicine,  Omaha,  Nebraska  and  interned  at 
St.  Francis  Hospital,  Evanston,  Illinois.  Dr. 
Heffernan  practiced  for  over  50  years  in  the 
Sioux  City  area,  retiring  in  1985.  He  was  a life 
member  of  the  Iowa  Medical  Society. 

Dr.  Dale  Onnen,  66,  Newton,  died  July  25. 
Dr.  Onnen  received  the  M.D.  degree  from  the 
U.  of  I.  College  of  Medicine  and  interned  at 
Rockford  Memorial  Hospital,  Rockford,  Illi- 
nois. Dr.  Onnen  practiced  in  Newton  for  over 
30  years,  retiring  in  1988. 
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Classified  Advertising 


CLASSIFIED  ADVERTISING  RATE  — $3  per  line > $30 
minimum  per  insertion.  NO  CHARGE  TO  MEMBERS 
OF  IOWA  MEDICAL  SOCIETY.  Copy  deadline  — 1st 
of  the  month  preceding  publication. 


MANKATO  CLINIC,  LTD.  — A progressive  group  practice  is  seeking 
BE/BC  physicians  in  the  following  specialties:  dermatology,  family 
practice,  gastroenterology,  invasive  cardiology,  oncology/hematology, 
pediatrics,  urology,  orthopedic  surgery,  pulmonology  and  general  in- 
ternal practice.  The  Mankato  Clinic  is  a 50-doctor  multispecialty  group 
practice  in  south  central  Minnesota  with  a trade  area  population  of 
+ 250,000.  Guaranteed  salary  first  year,  incentive  thereafter  with  full 
range  of  benefits  and  liberal  time  off.  For  more  information,  call  Roger 
Greenwald,  Executive  Vice  President  or  Dr.  B.C.  McGregor,  President 
at  507/625-1811  or  write  501  Holly  Lane,  Mankato,  Minnesota  56001. 


LONE  TREE,  IOWA  — Longtime  established  general  practice  and 
equipped  2-person  clinic.  Available  JUne  1, 1992.  25  minutes  from  Iowa 
City,  Mercy  Hospital,  University  Hospitals.  I am  retiring  after  32  years 
of  practice  in  this  progressive  community  of  1100,  with  46-bed  care 
center  (JCAH  accredited)  and  school  K-12.  For  more  information  contact 
Keith  F.  Mills,  M.D.,  107  Jayne  St.,  Lone  Tree,  Iowa  52755  or  call  319/ 
629-4214  (office),  319/629-4220  (residence). 


WISCONSIN  — University  of  Wisconsin  Medical  School,  New  Phy- 
sicians for  Wisconsin  looking  for  BE/BC  family  physicians,  internists, 
general  surgeons  and  others  for  over  100  practice  opportunities  through- 
out Wisconsin.  Call  Karen  T.  Paulson  collect  608/273-5961  or  write  5721 
Odana  Road,  Madison,  Wisconsin  53719. 


FAMILY  PHYSICIAN,  ROCK  RAPIDS,  IOWA  — Pioneer  Medical  Cen- 
ter is  seeking  2 family  physicians  to  join  a growing,  progressive  group 
practice.  Our  community  of  2,600  is  family  oriented  and  offers  excellent 
recreational  and  educational  opportunities.  Located  on  the  Iowa,  South 
Dakota  and  Minnesota  state  lines  allowing  convenient  access  to  sur- 
rounding metropolitan  areas.  A competitive  salary  guarantee,  benefits 
and  relocation  package  and  federal  loan  repayment  of  25K/year  are 
available.  For  additional  information,  send  CV  to  Dr.  Paul  Boone  or 
Richard  Pretorius  at  Pioneer  Medical  Center,  803  S.  Green  Street,  Rock 
Rapids,  Iowa  51246  or  call  712/472-3716. 


SIOUX  CITY  — Hematology/oncology;  join  3 oncologists  for  pure  sub- 
specialty practice,  ECOG  affiliation;  2 major  hospitals  with  800  total 
beds;  complete  cancer  treatment  program;  service  population  of  300,000; 
attractive  income,  excellent  benefits;  diverse  recreational,  educational 
and  cultural  opportunities.  Phil  Kelbe  1-800/753-4597  (no  fees  involved). 


TIRED  OF  THE  RAT  RACE?  — Anxious  about  entering  private  practice 
with  the  attendant  risks  and  demands  of  the  90s?  Why  not  consider 
emergency  medicine.  If  you  are  trained  in  family  practice  or  emergency 
medicine  and  are  looking  for  a career  with  fixed  hours,  guaranteed 
income  free  of  financial  risks  and  other  practice  hassles,  please  give 
me  a call.  Kenneth  P.  Schultheis,  D.O.,  President,  Emergency  Physi- 
cians Services,  P.C.,  do  Mercy  Hospital  Medical  Center,  Des  Moines 
515/247-4445. 


FAMILY  PRACTICE,  HOSPITAL  SPONSORED  CLINIC  OPPORTU- 
NITY — Dynamic,  growth-oriented  hospital  in  beautiful  north  central 
Wisconsin  is  seeking  family  physicians  to  join  a growing  practice  in  a 
new  facility.  The  administrative  burdens  of  medical  practice  will  be 
minimized  in  this  hospital-managed  clinic.  The  hospital  has  committed 
to  an  income  and  benefit  package  which  is  significantly  higher  than 
similar  opportunities.  Package  includes  base  income,  incentive  bonus, 
malpractice,  disability,  signing  bonus  and  student  loan  reduction/for- 
giveness program.  All  relocation  costs  will  be  borne  by  the  hospital. 
Please  contact  Kari  Wangsness,  Associate,  The  Chancellor  Group,  Inc., 
France  Place,  Suite  920,  3601  Minnesota  Drive,  Bloomington,  Minnesota 
55435;  612/835-5123. 


FAMILY  PRACTICE,  DEWITT,  IOWA  — (20  miles  north  of  Davenport, 
Iowa).  BC/BE  FP  needed  to  take  over  a practice  on  June  1,  1992.  Well 
established  practice.  Guaranteed  salary.  Jim  Ragland,  Administrator, 
DeWitt  Community  Hospital,  1118 11th  Street,  DeWitt,  Iowa  52742;  319/ 
659-3241. 


S.E.  WISCONSIN  — Third  BC/BE  obstetrician/gynecologist  needed  to 
join  single  specialty,  fee  for  service  laser  equipped  practice.  This  2- 
female  physician,  3-nurse  practitioner  office  is  located  in  a desirable 
suburb  close  to  Milwaukee  and  Chicago.  Excellent  quality  of  life  and 
outstanding  recreational  area.  Attractive  financial  package  including 
early  partnership  opportunities.  For  further  information  please  contact 
Lynn  Brueggeman,  Women's  OB/GYN  Care,  210  N.W.  Barstow  Street, 
Waukesha,  Wisconsin  or  call  414/544-4400. 


S.E.  WISCONSIN  LAKE  COUNTRY  — FPs,  internists,  pediatricians 
needed  to  join  busy  practices  or  establish  new  practices  in  prospering, 
under-doctored  community  close  to  Milwaukee,  Madison  and  Chicago. 
Capable  BC  colleagues,  shared  call  and  coverage,  first-class  hospital, 
rewarding  life-style.  Please  contact  Amy  Palmer,  Professional  Relations 
Director,  Waukesha  Memorial  Hospital,  1-800/326-2011. 


McCRARY-ROST  CLINIC,  P.C.  — Seeking  family  practice/general 
practice  physicians  for  their  unique  rural  practice.  Practice  opportuni- 
ties are  available  in  Gowrie,  Iowa  and  Lake  City,  Iowa.  The  group 
includes  7 family/general  practice  physicians,  one  general  internist,  2 
general  surgeons  and  2 physician  assistants.  New  facilities,  guaranteed 
salary  with  incentive,  full  range  of  benefits,  liberal  time  off.  A com- 
bination of  professional  excellence  and  quality  life-style.  For  more  in- 
formation, contact  Ed  Maahs,  Administrator  or  Dave  Linder,  Associate 
Administrator  at  800/262-6230  or  712/464-3194. 


OCCUPATIONAL  MEDICINE  OPPORTUNITY  — Opportunities  avail- 
able for  permanent  part-time  positions  in  occupational  medicine  in  the 
Kansas  City  metropolitan  area.  Responsibilities  include  pre-employ- 
ment screenings,  periodic  evaluations  and  evaluation  and  treatment  of 
work  related  injuries.  Previous  experience  in  occupational  medicine  is 
desirable,  however,  training  in  general  surgery,  orthopedic  surgery, 
internal  medicine  or  family  practice  may  be  acceptable.  Because  this  is 
a part-time  position,  we  are  looking  for  a physician  interested  in  having 
scheduling  flexibility  to  ensure  the  maximum  use  of  your  spare  time 
for  those  important  “extra  curricular"  activities.  If  you  are  interested 
in  these  positions,  please  contact  Judith  M.  Iggens,  Professional  Re- 
lations, 3101  Broadway,  Suite  1000,  Kansas  City,  Missouri  64111,  800/ 
821-5147. 
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ROBERT  A.  HAYNE,  M.D. 
THOMAS  A.  CARLSTROM,  M.D. 
DAVID  ).  BOARINI,  M.D. 

1215  PLEASANT,  SUITE  608 
DES  MOINES  50309 
515/283-5760 

NEUROLOGICAL  SURGERY 


OPHTHALMOLOGY 


NORTH  IOWA  EYE  CLINIC,  P.C. 

ADDISON  W.  BROWN,  JR.,  M.D. 

MICHAEL  L.  LONG,  M.D. 

BRADLEY  L.  ISAAK,  M.D. 

RANDALL  S.  BRENTON,  M.D. 

JAMES  L.  DUMMETT,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 
GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 

WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D. 

RUSSELL  H.  WATT,  M.D. 

JOHN  M.  GRAETHER,  M.D. 

RUSSELL  R.  WIDNER,  M.D. 

GILBERT  W.  HARRIS,  M.D. 

JAMES  A.  DAVISON,  M.D. 

NORMAN  F.  WOODLIEF,  M.D. 

ERIC  W.  BLIGARD,  M.D. 

DAVID  D.  SAGGAU,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/754-6200 
SATELLITE  OFFICES: 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

300  SOUTH  KENYON  ROAD 
FORT  DODGE  50501 

515/576-7777 

516  SOUTH  DIVISION  STREET 
CEDAR  FALLS  50613 
319/277-0103 

OPHTHALMIC  ASSOCIATES,  P.C. 

ROBERT  D.  WHINERY,  M.D. 

STEPHEN  H.  WOLKEN,  M.D. 

ROBERT  B.  GOFFSTEIN,  M.D. 

LYSE  S.  STRNAD,  M.D. 

540  E.  JEFFERSON,  SUITE  201 
IOWA  CITY  52245 
319/338-3623 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D. 

JAMES  W.  WHITE,  M.D. 

CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 

IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D. 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

MARK  K.  ZLAB,  M.D. 

1215  PLEASANT,  SUITE  408 
DES  MOINES  50309 
515/283-5780 
1/800/248-4443 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 

PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

ROBERT  G.  SMITS,  M.D.,  P.C. 

1040  5TH  AVENUE 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 


PATHOLOGY 


LABORATORY  OF  CLINICAL  MEDICINE 
DAVID  W.  GAUGER,  M.D. 

ROBERT  L.  MAAS,  M.D. 

L.  JEFF  RISSMAN,  M.D. 

11380  AURORA  AVENUE 
DES  MOINES  50322 
515/276-8402 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


REHABILITATION  MEDICINE  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 
CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

YOUNKER  REHABILITATION 
CENTER 

IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 
515/283-6434 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 
HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL 
SERVICES  FOR  ADULTS,  ADOLESCENTS, 
CHILDREN  AND  INFANTS 


PULMONARY  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & CRITICAL 
CARE  ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 

DONALD  L.  BURROWS,  M.D. 

MICHAEL  WITTE,  D.O. 

PULMONARY  DISEASES 
1601  NW  114TH,  SUITE  347 
DES  MOINES  50325-7072 
24  HOUR  515/224-1777 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  O.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 

SINESIO  MISOL,  M.D. 

411  LAUREL,  SUITE  3300 
DES  MOINES  50314 
515/247-8400 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

SURGICAL  AFFILIATES,  P.C. 

JAMES  M.  CATERINE,  M.D.,  F.A.C.S. 

C.  DAVID  SMITH,  M.D. 

KATHLEEN  L.  SMITH,  M.D. 

KENDALL  REED,  D.O.,  F.A.C.O.S. 

STEVEN  A.  CAHALAN,  M.D. 

ONYEBUCHI  UKABIALA,  M.D.,  F.R.C.S. 
JOHN  STERN,  M.D. 

411  LAUREL,  SUITE  2100 
MERCY  MEDICAL  PLAZA  EAST 
DES  MOINES  50314 
515/247/3266 

GENERAL,  THORACIC,  VASCULAR, 
ONCOLOGIC  AND  PEDIATRIC  SURGERY 

WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/283-5767 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 
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In  the  Public  Interest 


It  Even  Happens  in  Iowa 


It's  irrefutable,  when  pregnant  women  use 
alcohol  and  other  drugs,  so  do  their  babies. 
But  tragically,  there  are  women  who  haven't 
gotten  this  message  or  are  powerless  against 
their  addiction  and  need  help  to  overcome  it. 
Babies  are  born  right  here  in  Iowa  with  birth 
defects  that  could  have  been  prevented. 

In  an  effort  to  help  prevent  these  health 
risks,  the  Iowa  Department  of  Public  Health's 
Division  of  Substance  Abuse  is  launching  a 
statewide  effort  to  increase  the  public's  aware- 
ness about  the  effects  of  alcohol  and  other 
drugs  on  unborn  babies.  The  2-pronged  cam- 
paign is  also  designed  to  assist  Iowa's  physi- 
cians in  identifying  and  caring  for  patients  who 
use  alcohol  and  other  drugs  during  pregnancy 
and  lactation. 

The  “When  You  Use,  So  Does  Your  Baby" 
campaign  was  initially  designed  by  the  Indi- 
ana State  Board  of  Health.  The  Iowa  Depart- 
ment of  Public  Health,  in  cooperation  with  the 
Iowa  Substance  Abuse  Information  Center,  re- 
ceived permission  to  utilize  the  campaign  and 
redesign  it  for  Iowa. 

Campaign  materials  include  pamphlets  for 
the  general  public,  posters  for  office  display, 
bookmarks,  paperweight  baby  bottles  and 
booklets  for  health  care  professionals.  The 
booklet  contains  a pullout  protocol  card  phy- 
sicians can  use  to  question  pregnant  patients 
about  possible  drug  and  alcohol  use.  The  pam- 
phlets for  the  public  and  health  professionals 
were  rewritten  in  consultation  with  Dr.  Riz- 
wan  Shah  of  Des  Moines.  The  Iowa  Medical 
Society,  the  Iowa  Osteopathic  Medical  Asso- 
ciation and  the  Council  on  Chemically  Ex- 
posed Infants  have  endorsed  the  project. 

Materials  have  been  sent  to  prevention  and 
treatment  centers,  maternal  and  child  health 
clinics,  obstetrical  clinics,  obstetricians  and  nu- 
merous agencies  throughout  Iowa.  Physicians 


who  wish  to  make  the  public  information  i I 
terials  available  in  their  offices  may  order  th  [ 
materials  by  calling  1/800-247-0614. 

According  to  Janet  Zwick,  director  of 
IDPH  Division  of  Substance  Abuse,  physici 
“have  a special  responsibility  to  be  trainee 
recognizing  the  symptoms  of  substance  ab  1 
ing  women.  They  need  to  know  where  to  re  ' 
them  for  further  assessment  and  treatmen 

This  May,  the  IDPH  and  the  March 
Dimes  cosponsored  a healthy  baby  month  , 
coincide  with  the  kickoff  of  the  “When 
Use"  campaign.  Governor  Branstad  p t 
claimed  May  as  Healthy  Baby  Month.  Lc 
community  based  prevention  programs  spi 
sored  activities.  In  one  area,  a contest  \ 
sponsored  by  a maternity  store  to  guess  h 
much  candy  was  in  a giant  baby  bottle.  T 
“When  You  Use"  pamphlets  were  distribu  ^ 
to  all  the  pregnant  women  entering  the  c< 
test.  In  another  area,  stores  which  sell  be 
items  sponsored  stroller  races  and  father  c 1 
pering  contests  and  distributed  campaign  r 1 
terials  at  these  events. 

The  IDPH  plans  to  continue  this  campai ; 
throughout  the  year.  Janet  Zwick  stresses  tl 
physicians  can  play  a key  role.  In  some  sti 
ies,  patients  have  indicated  that  when  th: 
doctor  talks  with  them  about  stopping  sm< 
ing  or  gives  other  wellness  advice,  their  wc  { 
carries  a lot  of  weight. 

“Perhaps  the  same  applies  to  pregm:' 
women  who  use  drugs  and  alcohol,"  cci 
eludes  Zwick. 

i 
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esident's  Privilege 


Bruce  Trimble,  M.D. 


3in  the  AMA 


ctober  is  membership  month. 

"Aha,"  you  say,  "I  can  stop  reading 
it  now.  I am  already  a member  or  I 
uldn't  have  this  journal. " 

Right.  You  are  a member  of  the  IMS. 

Be  decision.  Approximately  15%  of  our 
keagues  are  not  yet  members.  Consider 
u-aking  to  them. 

As  we  participate  individually  in  local 
inmunity  affairs,  IMS  membership  allows 
to  participate  as  a profession  in  the  state 
inmunity  of  various  groups  and  interests. 

But  now  back  to  you.  Are  you  also  a 
mber  of  the  AMA? 

Most  of  us  are  members  of  one  or  more 
ional  specialty  societies.  We  all  should 
ee,  however,  on  the  need  for  a unified 
ce  on  the  numerous  issues  which  affect 
dicine  as  a whole.  Representatives  of 
te  and  specialty  societies  formulate  policy 
nocratically  at  the  AMA  House  of  Dele- 
es meetings,  so  that  the  AMA  is  uniquely 
dible  as  a spokesman  for  American  medi- 
e. 

AMA  has  been  a strong  and  effective 
locate  for  Medicare  reimbursement  re- 
in, has  been  recognized  by  the  media  as  a 
ce  of  sanity  on  the  ethical  and  policy  as- 
:ts  of  the  AIDS  issue  and  is  rapidly 
erging  as  a leading  voice  for  practical  re- 


form of  the  health  care  delivery  system.  The 
AMA  is  also  actively  involved  in  medical  re- 
search and  education  issues,  the  world's 
leading  publisher  of  medical  journals  and  a 
leader  in  public  health  issues. 

The  activities  of  the  AMA  complement 
on  a national  level  the  state  activities  of  the 
IMS.  The  staff  and  officers  of  the  IMS  use 
the  resources  of  the  AMA  on  an  almost  daily 
basis  and  coordinate  Washington  lobbying 
efforts  closely  on  such  issues  as  Medicare 
reimbursement  and  PRO  activities. 

The  effectiveness  of  the  AMA  on  our 
behalf  will  be  enhanced  when  it  can  claim 
membership  of  a majority  of  the  nation's 
physicians  rather  than  the  current  42% . A 
major  membership  drive  is  now  underway. 
Dues  are  slighty  more  than  $1  per  day.  If 
you  are  not  a member,  please  consider  this  a 
strong  personal  request  to  join.  You  can 
make  no  better  investment  for  yourself,  your 
patients  and  the  future  of  American  medi- 
cine. 


R.  Bruce  Trimble,  M.D. 

President 
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What's  in  It  for  You? 

Five  Opinions  of  Organized 
Medicine 


Reasons  for  belonging  to  the  Iowa 
Medical  Society  are  as  diverse  as  its 
members. 


IMS:  A Chance  to  Make  a 
Difference 


As  A newly  trained,  enthusiastic  physi- 
cian entering  private  practice  a few 
years  ago,  it  did  not  take  long  to  realize  that 
decisions  made  outside  the  confines  of  my 
office  were  often  having  a greater  impact  on 
the  care  of  my  patients  than  my  own  input. 
These  decisions  were  often  made  quickly, 
without  my  knowledge  and  by  individuals 
who  had  never  spent  a day  in  medical 
school  or  cared  for  a patient.  My  frustration 
was  compounded  by  the  lack  of  time  and  ex- 
pertise necessary  to  affect  these  decisiops. 

Only  through  my  membership  in  the 
Iowa  Medical  Society  can  I influence  those 
decisions.  Other  IMS  members  and  staff 
have  served  as  a source  of  timely  informa- 
tion and  expertise  on  the  many  issues  that 
have  had  a direct  effect  on  my  practice.  The 
IMS  has  served  as  a forum  for  discussion 
with  other  physicians  to  better  understand 
the  issues.  It  has  helped  formulate  an  appro- 
priate plan  of  action  that  has  a reasonable 
chance  to  influence  those  responsible  for 


rules  and  regulations  in  the  state  and  na- 
tional legislature. 

Ideally,  all  physicians  in  Iowa  should 
become  involved  in  the  legislative  process. 
Tort  reform,  medical  education,  reimburse- 
ment, physician  supply,  access  to  medical 
care  and  other  public  health  issues  such  as 
prenatal  care  and  child  immunizations  are 
but  a few  of  the  issues  that  affect  all  of  us. 
Membership  in  the  IMS  assures  we  will  have 
the  best  possible  chance  of  making  a differ- 
ence. With  multiple  influences  on  our 
profession,  now  more  than  ever  our  input  is 
needed  to  protect  our  most  vital  interest  — 
the  health  of  the  many  fine  people  in  this 
state.  — Kenton  Moss , M.D.,  Algona  family 
practitioner,  IMS  member  for  12  years. 
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IMS:  Much  to  Offer  Young 

Physicians 

WHEN  I ENTERED  PRIVATE  PRACTICE  in 
1984,  I obtained  a position  on  the 
county  medical  society  executive  committee 
and  became  a delegate  to  the  Iowa  Medical 
Society  annual  meeting.  For  the  past  5 years, 
I have  been  fortunate  to  serve  as  the  Iowa 
delegate  to  the  Young  Physician  Section  of 
the  AM  A House  of  Delegates.  Each  level  of 
participation  has  been  exceedingly  reward- 
ing. 

Physicians  are  struggling  with  a public 
image  problem.  Our  Woodbury  Medical  So- 
ciety has  worked  to  improve  this  image 
through  grass  roots  public  relations  projects 
that  present  physicians  in  a more  human, 
down-to-earth  light.  The  most  recent  project 
is  a very  popular  weekly  “Ask  the  Doctor" 
television  spot  featuring  local  physicians. 

Our  county  society  helps  improve  the  voice 
of  physicians  in  the  community  and  aids 
communications  between  physicians. 

Through  the  Iowa  Medical  Society  I 
have  been  able  to  make  an  impact  on  state 
governmental  health  care  issues  that  affect 
my  practice  daily.  Following  an  annual  AMA 
meeting  in  1987,  I could  see  that  Iowa 
needed  a program  that  would  allow  physi- 
cians to  voluntarily  accept  Medicare  assign- 
ment on  patients  in  financial  need.  Follow- 
ing a lot  of  work  by  the  IMS  and  the  Iowa 
Association  of  Area  Agencies  on  Aging, 
Medicare  Partners  took  shape.  This  pro- 
gram has  been  very  helpful  in  staving  off  a 
legislative  call  for  mandatory  Medicare  as- 
signment. 

Serving  as  the  Iowa  delegate  to  the 
Young  Physicians  Section  continues  to  edu- 
cate me  on  the  latest  national  political  health 
care  issues.  At  the  June  meeting  of  the  AMA 
House  of  Delegates,  we  heard  about  a dis- 
criminatory plan  to  limit  Medicare  reim- 
bursement to  physicians  in  their  first  4 years 
of  practice.  It  is  critical  for  busy  practicing 
physicians  to  be  aware  of  these  legislative 
proposals  and  find  out  what  we  can  do  to 
change  them.  The  AMA  is  a way  to  make  a 
difference. 

One  of  the  most  common  complaints 
from  physicians  about  the  AMA  is  that  they 


Kathryn 
Opheim,  M.D. 


do  not  agree  with  the  position  the  AMA  has 
taken  on  a certain  issue.  For  me,  this  is  the 
best  reason  to  become  involved  in  organized 
medicine  — to  speak  your  mind  about  the 
concerns  you  have  and  make  a change  for 
the  better.  — Kathryn  Opheim,  M.D.,  Sioux 
City  family  practitioner,  IMS  member  for  10 
years. 

IMS:  Good  Medicine  Not 
Enough 

UNITED  WAY  HAS  proved  its  slogan:  "We 
Can  Do  More  Together."  So  has  orga- 
nized medicine.  HCFA  was  inundated  with 
your  letters  regarding  the  rule  to  implement 
the  Clinical  Laboratory  Improvement  Act 
and  HCFA  is  now  working  on  a new  rule. 
HCFA's  proposed  rule  on  RBRVS  brought 
such  a storm  of  correspondence  and  per- 
sonal contact  that  influential  Congressmen 
are  attacking  HCFA  for  trying  to  thwart  the 
intent  of  budget  neutrality. 

Most  physicians  went  to  medical  school 
to  help  people.  Organized  medicine  is  sim- 
ply the  community  of  physicians  working  to- 
gether for  the  best  interests  of  the  profession 
and  patient  care.  Just  as  the  horse-and- 
buggy  doctors  learned  they  could  do  more 
for  patient  care  through  professional  associa- 
tion, contemporary  physicians  can  do  more 

(Continued  next  page) 
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to  promote  the  common  good  when  they 
work  together. 

It  must  be  a shock  to  enter  practice  and 
confront  bewildering  regulations  and  hassles 
from  government,  insurers  and  consumer 
organizations  who  seem  to  think  they  know 
more  about  patient  care.  However,  the  com- 
munity of  physicians  known  as  your  county 
medical  society  is  there  to  provide  guidance. 

The  county  community  of  physicians 
works  toward  the  best  interest  of  patient 
care  at  the  local  level.  Your  county  society 
sends  representatives  to  the  Iowa  Medical 
Society  to  address  problems  and  guide  pol- 
icy and  IMS  sends  representatives  to  the 
American  Medical  Association  — the  na- 
tional community  of  physicians. 

Dr.  James  Todd,  executive  vice  presi- 
dent of  the  AMA,  has  challenged  physicians 


lames 

Koch 


not  to  let  your  resolve  or  your  enthusiasm 
get  worn  down  from  the  propaganda  and  in- 
trusions into  the  practice  of  medicine.  He 
asked  that  we  transform  the  potential  power 
of  American  physicians  into  active  power 
through  our  organizations. 

Physicians  are  members  of  a minority 
group  and  the  only  strength  is  in  unity. 
Practicing  good  medicine  is  not  enough. 

Lend  your  voice  and  your  talents  to  the 
community  of  physicians  through  participa- 
tion in  your  organizations  — the  county  so- 
ciety, IMS  and  the  AMA.  — James  Koch,  Scott 
County  Medical  Society,  executive  vice  president, 
Davenport. 


IMS:  Responding  to  Change 

The  value  of  a medical  society  can  only 
be  judged  by  how  it  adapts  over  time  to 
serve  the  population  that  makes  up  the 
membership.  Initially  the  Iowa  Medical  Soci- 


Louis 
Rodgers,  M.D. 


ety  membership  was  predominantly  family 
physicians  and  third  party  involvement  was 
virtually  non-existent.  The  emphasis  was  on 
education  through  sharing  of  the  latest  med- 
ical information.  Communication  lines  could 
be  drawn  simply  for  this  homogenous 
group.  With  increasing  numbers  of  special- 
ists and  rapid  changes  in  governmental  and 
other  third  party  policies,  communication 
links  have  become  complex  and  indistinct. 

The  Iowa  Medical  Society  has  re- 
sponded by  developing  methods  of  commu- 
nication utilizing  brief  alert  letters  and  re- 
ports. Appropriate  committees  have  been 
created  for  both  surveillance  and  action  on 
the  state  and  county  levels.  The  Iowa  Medi- 
cal Society  has  become  an  information  clear- 
inghouse for  all  physicians  on  vital  issues 
and  a forum  for  specialty  groups'  concerns. 
Therefore,  education  remains  a top  priority. 

The  permanent  staff  has  done  its  job 
and  has  done  it  very  well,  yet  the  organiza- 
tion is  still  physician  dominated.  This 
healthy  marriage  of  these  groups  working  in 
concert  produces  efficient  and  effective  man- 
agement of  our  organization  to  serve  its 
members. 
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My  personal  judgement  is  that  our  med- 
ical society  has  been  responsive  to  our 
changing  needs  and  continues  to  serve  us  as 
the  founders  no  doubt  intended.  For  the  ex- 
cellent job  our  leaders  have  done,  they  de- 
serve our  support,  our  membership  and  our 
thanks.  — Louis  Rodgers,  M.D.,  Des  Moines 
surgeon,  30-year  IMS  member. 


IMS:  Serving  as  a 
Communications  Link 


Membership  in  the  iowa  medical 

Society  is  as  important  to  a properly 
equipped  medical  practice  as  a stethoscope. 
One  of  the  most  important  functions  of  IMS 
is  that  of  communication.  Without  IMS, 
Iowa's  practicing  physicians  would  be  unin- 
formed about  many  statewide  problems  and 
proposed  legislation  which  affects  the  medi- 


Robert 

Cozine,  M.D. 


cal  community.  Many  times  a timely  re- 
sponse to  these  issues  is  crucial  to  our  sur- 
vival. 

Without  the  insurance  programs  devel- 
oped by  IMS,  many  Iowa  physicians  would 
be  unable  to  practice  at  all.  With  the  increas- 
ingly difficult  climate  in  medicine,  we  all 
need  the  networking  of  information  which 
IMS  makes  possible.  — Robert  Cozine,  M.D., 
Emmetsburg  family  practitioner,  IMS  member  for 
21  years. 


YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon " is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1  2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1'3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 .3  4 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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Accomplishments  of  Women 
In  Medicine  Recognized 


Dr.  carol  aschenbrener,  chairperson  of 
the  Iowa  Medical  Society  Board  of 
Trustees,  speaks  eloquently  on  the  subject  of 
women  in  medicine: 

"Women  physicians  are  now  repre- 
sented in  the  ranks  of  all  medical  specialties. 
Competence,  compassion  and  high  ethical 
standards  characterize  most  physicians  of 
both  sexes.  However,  since  women  in  our 
society  are  encultured  to  place  great  value 
on  interpersonal  relations,  women  physi- 
cians may  bring  greater  emphasis  on  rela- 
tionships to  their  medical  practice  in  areas 
such  as  listening,  patient  education  and  the 
psychosocial  impact  of  illness  on  the  patient. 
Through  participation  in  organized  medi- 
cine, women  physicians  can  use  their  unique 
talents  and  interests  to  promote  change  in 
the  health  care  system.  Women  have  not 
sought  positions  of  leadership  in  organized 
medicine  in  numbers  commensurate  with 
their  representation  in  the  profession.  Orga- 
nized medicine  needs  — and  seeks  — the 
strengths  and  perspective  women  can  bring 
to  it." 

Women  Succeeding  and  Excelling  in 
Organized  Medicine 

The  good  news  is  women  are  entering 
medicine  and  are  succeeding  and  excelling 
In  addition  to  serving  as  executive  associate 
dean  of  the  University  of  Iowa  College  of 
Medicine,  Dr.  Aschenbrener  was  recently 
elected  to  the  AMA's  Council  on  Medical 
Education.  The  Iowa  Medical  Society  has 
many  women  physicians  serving  on  commit- 
tees and  in  elected  positions.  In  addition,  a 
special  committee  on  women  in  medicine 
was  created  a few  years  ago  to  consider  is- 


sues unique  to  women  physicians  and  en- 
courage participation  by  women  in  orga- 
nized medicine.  This  committee  is  chaired 
by  Sherry  Bulten,  M.D.  of  Humboldt. 

To  recognize  the  leadership  of  women 
physicians,  the  AMA  designated  this  Sep- 
tember as  "Women  in  Medicine"  month. 

Male  physicians  can  trace  their  roots  in 
medicine  to  biblical  times,  but  it  wasn't  until 
the  mid-19th  century  that  women  were  ac- 
cepted for  training  as  doctors.  Around  the 
time  of  the  Civil  War,  women  who  sought 
medical  training  had  to  overcome  enormous 
opposition  from  physicians,  medical  schools 
and  society. 

By  1880,  a handful  of  American  medical 
schools  accepted  women  on  a regular  basis. 
Many  of  those  schools  limited  the  number  of 
females  to  4 or  fewer  per  class.  As  late  as 
1921,  92%  of  U.S.  hospitals  refused  to  train 
women,  no  matter  how  well  the  women  ex- 
celled in  medical  school. 

Women  rose  to  meet  these  challenges. 
Their  leaders  founded  women's  medical  col- 
leges and  built  dispensaries  and  hospitals  to 
provide  clinical  training  for  women  gradu- 
ates. By  the  turn  of  the  century,  America 
had  over  7,000  women  physicians. 

Today,  nearly  17%  of  America's  physi- 
cians are  women.  In  1969-70,  only  3,390 
women  were  enrolled  in  medical  school.  By 
1989-90,  this  number  soared  to  23,513,  or 
39.2%. 

According  to  Dr.  Paul  Pomhren,  associ- 
ate dean  of  student  affairs  and  curriculum. 
University  of  Iowa  College  of  Medicine, 
nearly  37%  of  new  medical  students  at  the 
UI  this  fall  are  women,  and  they  are  enter- 
ing all  specialties  — including  surgery. 
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There's  a Moral  for  Physicians 
in  this  Hapless  Bricklayer's  Tale 


At  a recent  reunion  of  his  medical  school  class  in  Iowa  City,  Dr.  John  Rhodes,  Sr.,  Pocahontas, 
read  this  humorous  letter  to  an  insurance  company  which  illustrates  the  hazards  of  "trying  to  do  the  job 
alone."  The  letter,  reprinted  below  with  closing  comments  from  Dr.  Rhodes,  contains  a message  for  phy- 
sicians who  try  to  do  the  job  without  the  support  of  colleagues  in  organized  medicine. 


DEAR  SIR: 

I am  writing  in  response  to  your  request  for  more  information  concerning  Block 
#11  on  the  insurance  form  which  asks  for  “Cause  of  Injuries"  wherein  I put  'Trying  to 
do  the  job  alone.'  You  said  you  needed  more  information  so  I trust  the  following  will 
be  sufficient. 

I am  a bricklayer  by  trade  and  on  the  date  of  injuries  I was  working  alone  laying 
brick  around  the  top  of  a 4-story  building  when  I realized  I had  about  500  pounds  of 
brick  left  over.  Rather  than  carry  the  bricks  down  by  hand,  I decided  to  put  them  into 
a barrel  and  lower  them  by  a pulley  which  was  fastened  to  the  top  of  the  building. 

I secured  the  end  of  the  rope  at  ground  level,  went  up  to  the  top  of  the  building, 
loaded  the  bricks  into  the  barrel  and  swung  the  barrel  out  with  bricks  in  it.  I then 
went  down  and  untied  the  rope,  holding  it  securely  to  insure  the  slow  descent  of  the 
barrel. 

As  you  will  note  on  Block  #6  of  the  insurance  form,  I weigh  145  pounds.  Due  to 
my  shock  at  being  jerked  off  the  ground  so  swiftly,  I lost  my  presence  of  mind  and 
forgot  to  let  go  of  the  rope.  Between  the  second  and  third  floors  I met  the  barrel  com- 
ing down.  This  accounts  for  the  bruises  and  lacerations  on  my  upper  body. 

Regaining  my  presence  of  mind,  I held  tightly  to  the  rope  and  proceeded  rapidly 
up  the  side  of  the  buildinig,  not  stopping  until  my  right  hand  was  jammed  in  the 
pulley.  This  accounts  for  the  broken  thumb. 

Despite  the  pain,  I retained  my  presence  of  mind  and  held  tightly  to  the  rope.  At 
approximately  the  same  time,  however,  the  barrel  of  bricks  hit  the  ground  and  the 
bottom  fell  out  of  the  barrel.  Devoid  of  the  weight  of  the  bricks,  the  barrel  now 
weighed  about  50  pounds.  I again  refer  you  to  Block  #6  and  my  weight. 

As  you  would  guess,  I began  a rapid  descent.  In  the  vicinity  of  the  second  floor  I 
met  the  barrel  coming  up.  This  explains  the  injuries  to  my  legs  and  lower  body. 
Slowed  only  slightly,  I continued  my  descent,  landing  on  the  pile  of  bricks.  Fortu- 
nately, my  back  was  only  sprained  and  the  internal  injuries  were  minimal.  I am  sorry 
to  report,  however,  that  at  this  point  I finally  lost  my  presence  of  mind  and  let  go  of 
the  rope.  As  you  can  imagine,  the  empty  barrel  crashed  down  on  me. 

I trust  this  answers  your  concerns.  Please  know  that  I am  finished  'trying  to  do 
the  job  alone.' 


Dr.  Rhodes  Comments 

"Physicians  also  can't  do  the  job  alone.  At  last  count,  72  plans  had  been  promulgated  to 
solve  the  health  care  crisis.  We  can  only  hope  that,  with  our  help,  an  improved  system  can  be 
worked  out. 

"We  must  accept  that  doctors  are  part  of  the  problem  but  we  must  also  be  part  of  the 
solution.  We  must  never  forget  that  we  are  the  patient's  advocate  in  any  plan  developed.  We 
must  rededicate  our  professionalism  and  renew  our  oath  to  be  compassionate  and  caring  phy- 
sicians." 
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THE  WRONG  LEGISLATION  COULD 
BE  A BITTER  PILL  TO  SWALLOW 

SYMPTOMS:  Acute  distortion  by  the  medical  liability  system.  Persistent  lobbying  by  trial 
lawyers  for  legislation  to  destroy  the  liability  reforms  passed  in  Iowa.  Chronic  fingerpointing  by 


some  elected  officials  and  special  interest  groups  trying 
scapegoats  for  increasing  healthcare  costs.  DIAGNOSIS:  A malignant 
health  care  system  caused  by  toxic  legislation.  IS  THERE  A DOCTOR  IN 
THE  SENATE?  PROGNOSIS:  If  the  medical  profession  and  other  concerned 
lant,  our  fine  medical  system  - the  best  in  the  world  - will  be  in  danger  of  being 
“cures”.  TREATMENT:  A strong  dose  of  support  for  your  voluntary  team  of 
tives  and  professional  lobbyists,  through  your  membership  in  the  Iowa  Medical 
tee  (IMPAC)  and  the  American  Medical  Political  Action  Committee  (AMPAC).  PRE- 
through  IMPAC  and  AMPAC  from  PERSONAL  CONTRIBUTIONS  go  directly,  100%,  to  help  legislators  and  candidates 
for  office  who  support  us  on  key  medical  issues.  Mail  your  PERSONAL  check  today  using  the  coupon  below  to 
ensure  a healthy  future  for  legislation  that  affects  your  patients,  your  profession  and  your  future! 


to  make  doctors 

growth  on  the 
THE  HOUSE  ...  OR 

citizens  are  not  vigi- 
crippled  by  ill-advised 
physician  representa- 
Political  Action  Commit- 
VENTION:  Funds  raised 


Enclosed  is  my  check!  Please  enroll  me  as  a member  of  IMPAC  and  AMPAC. 

$250  Gold  membership  $100  Sustaining  membership 

$1 50  Family  membership  Please  accept  my  additional 

support  of  $ 

(Please  Print) 

Name:  

Address:  


& 


Return  to:  IMPAC,  1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265 


Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  AMA  nor  t 
IMS  will  favor  or  disadvantage  anyone  based  upon  the  amounts  of  or  failure 
to  make  pac  contributions.  Contributions  are  subject  to  the  limitations 
of  FEC  Regulations.  (Federal  regulations  require  tl 
for  by  the  Iowa  Medical  Society  Political  Action  C 
1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265. 

Contributions  to  AMPAC  and  IMPAC  are 
deductible  as  charitable  contributions  fo 
Federal  Income  Tax  purposes.  IF  YOUR 
PRACTICE  IS  INCORPORATED, 

IMPAC  AND  AMPAC  VOL- 
UNTARY POLITICAL 

CONTRIBUTIONS  ^ ^ , - 

should  be  1001  Grand  Avenue 

West  Des  Moines, 
Iowa  50265 


After  400  Years, 

They  Deserve  a Break 


WHERE  CAN  RETIRED  PHYSICIANS  gO  to  en- 
joy a tasty  meal,  an  interesting  pro- 
gram, the  good  fellowship  of  colleagues  and 
conversation  that  rarely  even  touches  on  the 
subject  of  medicine? 

Physicians  in  Waterloo  can  go  to  the 
highly  successful  Retired  Physicians  Club 
sponsored  by  Allen  Memorial  Hospital.  For 
30  retired  physicians,  the  club  is  a place  to 
pass  an  agreeable  hour  and  relax  more  than 
they  ever  have  in  a hospital. 


The  idea  for  the  group  came  from  Dr. 
James  Collins  of  Waterloo.  Dr.  Collins  got 
the  idea  when  he  was  invited  to  several 
clubs  for  retirees  to  give  talks  on  his  hobby 
(see  accompanying  story).  "I'd  seen  retirees' 
clubs  for  people  in  other  professions  and 
thought  there  should  be  one  for  physicians," 
he  explained. 

Enter  Kathleen  Wernimont,  director  of 
physician  support  services  at  Allen  Memorial 

(Continued  next  page) 


MEMBERS  OF  WATERLOO'S  RETIRED  PHYSICIANS  CLUB  at  the  June  meeting  were:  (back  row,  from  left)  James 
Collins,  M.D.;  Craig  Ellyson,  M.D.;  John  Glascock,  M.D.;  Robert  Morrison,  M.D.;  Maurice  Wicklund,  M.D.;  Andrew 
Smith,  M.D.;  John  McCoy,  M.D.;  Robert  Bailey,  M.D.  (Front  row,  from  left)  Karl  Jauch,  M.D.;  C.  J.  Mikelson,  M.D.; 
Robert  Miller,  M.D.;  Fred  Loomis,  M.D.;  Arthur  Grandinetti,  M.D. 
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and,  in  March  of  1989,  the  Retired  Physi- 
cians Club  was  born.  Dr.  Collins  gave  a 
hobby  presentation  at  the  organization's  first 
meeting  — directly  after  the  first  in  a succes- 
sion of  scrumptious  lunches. 

"They  serve  this  delicious  food  so  they 
can  polish  us  all  off,"  joked  one  doctor  at  a 
recent  meeting.  "Then  they  won't  have  to 
have  these  meetings  any  more." 

Over  400  Years  of  Practice 

The  members  of  the  group  are  clearly 
enjoying  their  well-earned  retirement.  Incre- 
dibly, the  12  physicians  at  the  club's  June 
meeting  represent  over  400  years  of  medical 
practice. 

"I  miss  the  people  in  medicine  and  the 
excitement,  but  I love  traveling,"  com- 
mented Dr.  Andy  Smith,  a retired  internist. 

"When  I first  retired,  I volunteered  with 
cardiac  rehab  several  mornings  a week  from 
5-8  a.m.,"  said  Dr.  Bob  Miller,  smiling. 

"Now  I sleep  in." 

"I  can  take  as  many  vacations  as  I want. 
I have  an  easier  life,"  added  Dr.  Bob  Bailey, 
whose  most  recent  'vacation'  was  as  a medi- 
cal missionary  to  Jamaica. 

Staying  Active  and  Involved 

Though  these  physicians  are  enjoying 
their  retirement,  it's  clear  they  are  still  valua- 
ble members  of  society  who  are  staying  ac- 
tive and  involved.  Many  have  volunteer  jobs 
that  keep  them  in  contact  with  the  people 
they  still  care  so  much  for  — patients.  And 
they  have  all  discovered  the  pure  joy  of 
doing  what  they  want  to  do  for  a change. 
One  physician  mentioned  his  delight  at 
reading  fiction  rather  than  medical  books; 
another  spoke  fondly  of  his  15,000  walnut 
trees  and  15  grandchildren. 

"I  retired  from  practice  so  I could  mow 
lawns,"  added  Dr.  Robert  Morrison  with  a 
grin.  (Dr.  Morrison  is  also  a cardiac  rehab 
volunteer.) 

Talking  Shop  is  Taboo 

Though  this  club  is  a group  of  physi- 
cians meeting  in  a hospital,  the  subject  of 
medicine  just  doesn't  come  up.  Program 
topics  — many  given  by  club  members  — 
have  included  gardening,  investments,  po- 
etry, antique  cars  and  the  humorous  "His- 
tory of  Golf  in  Waterloo."  Obviously,  the 


club  members  are  interested  in  each  other  as 
people  — not  as  physicians.  They  said  one 
of  the  best  things  about  the  club  is  getting  to 
know  other  doctors  in  a nonprofessional  set- 
ting. 

"I  worked  with  that  doctor  for  years," 
said  one  physician  indicating  a club  member 
across  the  room.  "I  don't  think  I ever  saw 
him  smile  until  he  joined  this  club." 


How  do  they  feel  about 
medical  practice ? 

Retired  physicians 
sound  off 

Members  of  the  Retired  Physicians 
Club  in  Waterloo  offered  the  following 
comments  about  retirement  and 
medical  practice: 

"I  retired  because  I was  spending 
less  time  on  patient  care  and  more  time 
on  busy  work." 

"I  would  have  practiced  longer  if  it 
weren't  for  DRGs.  I'm  glad  I'm  not 
facing  the  problems  young  physicians 
face." 

"I  found  myself  ordering  tests  I 
thought  the  patient  might  want  — not 
what  I thought  they  needed." 

"Doctors  have  a habit  of  dropping 
into  the  doctors'  lounge  to  collect 
gossip  and  enjoy  a little  conversation.  A 
retired  physicians'  club  is  a good 
substitute." 

"I  still  find  it  impossible  to  throw 
away  a medical  journal  without  reading 
it." 

"The  Golden  Age  of  Medicine  has 
passed." 
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Dr.  james  collins  has  more  cars  in 
his  basement  than  you'd  find  on 
any  car  lot.  However,  the  cars  just  hap- 
pen to  be  cast  iron  and  are  quite  a bit 
smaller  than  the  regular  variety. 

A pathologist  in  Waterloo,  Dr.  Col- 
lins has  an  alter  ego  — Jim  Collins, 

Cast  Iron  Conveyance  Collector.  Just 
plain  'Jim'  spends  lots  of  time  making 
deals  for  the  choicest  collectibles.  From 
the  looks  of  his  basement,  he  has  been 
successful  indeed.  Proudly  displayed  in 
glass  cases  covering  2 basement  walls 
are  rows  of  antique  miniature  cast  iron 
cars,  roadsters,  buses,  tractors,  trains 
and  taxicabs  Dr.  Collins  has  spent  20 
years  collecting. 

"I  started  out  collecting  antique 
trunks  but  I got  10  or  12  of  them  and 
realized  I'd  never  have  anyplace  to  put 
them,"  explains  Dr.  Collins.  "Then  I 
saw  a cast  iron  car  at  a sale  and  went 
wild." 

None  Made  Since  WWII 

Cast  iron  cars  served  as  toys  for 
youngsters;  some  were  product  promo- 
tions. Small  ones  sold  for  about  25 
cents  and  larger  ones  were  $1  or  $1.50. 
Cast  iron  cars  are  so  desirable,  says  Dr. 
Collins,  because  manufacturers  stopped 
making  them  at  the  beginning  of  World 
War  II.  It's  impossible  today  to  get  the 
fine  sand  used  to  produce  the  cars. 

"It  would  just  be  too  costly,"  Dr. 
Collins  comments.  "They  do  make  re- 
productions now  and  some  try  to  pass 
them  off  as  real  antiques." 

Of  course,  no  one  passes  off  any 
imposters  onto  Jim  Collins,  who  has  de- 
veloped plenty  of  antique  car  savvy.  He 
subscribes  to  Antique  Toy  World  maga- 
zine, attends  antique  toy  auctions  and 
mails  bids  into  auctions  being  held 
across  the  country.  At  one  sale,  he  paid 
$600  for  a 1930s  vintage  Buick  and  then 
learned  one  had  sold  in  New  York  for 
$3,750. 

His  prize  toy  car?  A 1932  Packard 
which  has  19  moving  parts  and  sold  for 
about  $10  in  the  1930s. 

"Today,  there  are  only  10  in  captiv- 
ity and  it's  worth  considerably  more," 
concludes  Dr.  Collins. 


One  Difference 
Between  Men 
and  Boys? 

The  Price  of  Their  Toys 


Dr.  James  Collins  of  Waterloo  with  his  antique  cast  iron  car  collection. 
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USAF 

HEALTH  PROFESSIONS 
COLLECT 
402-291-7426 


BE  AN 
AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 


Questions  and  Answers 


Innovative  Thinking  'Critical' 

To  Increasing  AMA  Membership 


The  AMA's  goal  is  50%  membership  by 
the  year  2000,  says  the  author,  an  AMA 
trustee  from  Minnesota. 


Why  is  the  AMA  embarking  on  a new  member- 
ship campaign?  How  long  will  the  campaign  last? 

Though  the  AMA  represents  more  phy- 
sicians than  any  other  organization,  member- 
ship in  the  AMA  has  been  static  for  20  years. 
At  a time  when  physicians  desperately  need 
to  stand  together,  it  appears  they  are  not.  That's 
why  we  must  attain  the  goal  of  50%  AMA 
membership  by  the  year  2000.  Attaining  this 
market  share  won't  allow  for  business  as  usual. 
It's  time  for  new  ideas.  The  membership  cam- 
paign includes  a member-get-a-member  pro- 
gram, enhanced  communications  to  patients 
about  AMA  achievements,  new  AMA  benefits 
for  various  segments  of  membership  and  other 
strategies. 

We  hope  this  campaign  will  show  results 
within  2 years,  but  changing  long-held  per- 
ceptions of  some  non-members  will  be  a 
lengthy  process. 

Why  is  it  important  for  more  physicians  to  be- 
come AMA  members? 


Imagine  what  could  be  accomplished  by 
a force  in  organized  medicine  that  is  600,000 
members  strong!  The  number  of  AMA  mem- 
bers has  a direct  impact  on  the  AMA's  ability 
to  influence  the  future  of  medicine.  When  the 
AMA  represents  a majority  of  physicians,  it 
will  be  even  more  effective  in  meeting  chal- 
lenges to  medicine  that  cannot  be  met  in  a 
laboratory.  Challenges  such  as  access  to  health 
care  for  all.  Attacks  on  biomedical  research. 
The  intrusion  of  government  and  third  party 
payors  into  examining  rooms  and  surgical 
suites.  In  addition,  surveys  show  that  80%  of 
Americans  believe  their  personal  physician 
should  be  an  AMA  member. 

What  can  Iowa  physicians  do  to  promote  AMA 
membership  to  their  colleagues? 

With  a membership  rate  of  75%,  Iowa 
physicians  are  among  the  nation's  leaders  in 
support  of  a strong  AMA.  These  Iowa  physi- 
cians could  obviously  be  excellent  salespeople 
for  the  AMA,  and  it  has  been  proven  that  the 
most  effective  recruitment  tactic  is  when  a re- 
spected colleague  asks  a non-member  to  join. 

To  be  an  effective  AMA  recruiter,  you  must 
be  informed  about  AMA  accomplishments. 
Time  and  time  again  as  I have  talked  to  non- 
members about  the  many  things  the  AMA  does 

(Continued  next  page) 
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on  their  behalf,  I encounter  surprise.  Find  out 
why  a physician  hasn't  joined  and  point  out 
a positive  example  to  counteract  a negative 
impression.  Non-member  physicians  who  dis- 
agree with  the  AMA  on  a particular  issue  need 
to  be  informed  of  the  many  other  ways  the 
AMA  represents  the  practice  of  medicine. 

One  of  the  campaign's  major  goals  is  to  do  a 
better  job  of  telling  physicians  what  the  AMA 
does  for  them.  How  will  this  be  achieved? 

One  new  feature  is  an  entire  page  of  AM 
News  called  "On  Your  Behalf"  which  gives  a 
weekly  summary  of  AMA  activities  for  its 
members.  The  AMA  will  be  producing  a video 
series  highlighting  AMA  achievements.  A 
news  briefing  called  "In  Your  Interest"  will  be 
given  to  state  and  specialty  societies  for  use  in 
newsletters  and  journals. 


The  campaign  features  advertisements  in  na- 
tional magazines.  How  will  this  improve  the 
public's  image  of  physicians? 

We're  taking  the  story  of  America's  phy- 
sicians to  the  general  public  in  a dramatic  ad- 
vertising campaign  in  Time,  Newsweek  and  U.S. 
News  and  World  Report.  The  ads  will  present 
profiles  of  member  physicians  upholding  the 
highest  standards  of  our  profession  (see  ac- 
companying story).  We  have  coined  the  phrase 
"champions  of  professionalism"  because  these 
AMA  members  live  up  to  this  creed  every  day. 

Research  shows  the  public  holds  their  in- 
dividual physicians  in  very  high  regard  but 
their  opinion  of  physicians  in  general  is  not  as 
high.  By  using  profiles  of  AMA  members  in 
the  ads,  we  hope  to  build  upon  the  positive 
public  image  of  individual  physicians  and  ex- 
tend it  to  the  entire  profession. 


AMA  Advertising 
Campaign  Profiles 
Unsung  Heroes 

Four  physicians  are  speaking  from  their 
hearts  directly  to  73  million  Americans 
— about  their  work,  their  patients'  needs, 
their  dedication  to  their  profession  and  their 
appreciation  for  the  American  Medical  As- 
sociation. 

Look  for  their  images  in  the  pages  of 
Time,  Newsweek  and  U.S.  News  and  World 
Report  through  a special  communications 
program  sponsored  by  the  AMA. 

The  campaign  presents  ad  profiles  of 
AMA  member  physicians  who  are  "cham- 
pions of  professionalism  upholding  the 
highest  standards  of  our  profession,  help- 
ing those  most  in  need,"  says  James  Todd, 
M.D.,  AMA  executive  vice  president. 

The  4 unsung  medical  heroes  were  se- 
lected on  the  basis  of  their  efforts  with  one 
of  the  public  health  issues  on  the  AMA's 
agenda:  interpersonal  violence,  AIDS  re- 
search and  treatment,  care  of  the  under- 
served, substance  abuse  and  biomedical  re- 
search. The  physicians  are: 


• Dr.  Kenneth  Haller,  a pediatrician  in 
East  St.  Louis,  America's  fourth  poorest 
county. 

• Dr.  Aliza  Lifshitz,  an  internist,  one  of 
the  first  Hispanic  physicians  to  become  in- 
volved in  the  AIDS  problem  in  Los  Angeles. 

• Dr.  Kevin  Fullin,  a cardiologist  who 
helps  support  a battered  women's  shelter  in 
Kenosha,  Wisconsin. 

• Dr.  Paul  Volberding,  devoted  to  re- 
search to  extend  the  lives  and  ease  the  suf- 
fering of  AIDS  victims  in  San  Francisco. 

The  campaign  puts  the  spotlight  on  the 
AMA's  Principles  of  Medical  Ethics  through 
the  work  of  these  4 doctors. 

Dr.  Lifshitz'  work  epitomizes  her  belief 
in  the  AMA's  principles:  "There  are  2 stand- 
ards by  which  I run  my  practice  every  day 
— to  inform  the  public  about  health  care 
and  to  participate  directly  in  community  im- 
provement. My  husband  says  I'm  an  ide- 
alist. That  it  takes  more  than  one  person  to 
change  the  world.  I say,  'I  guess  I'll  be  one 
busy  person'." 

Dr.  Fullin  says  he  is  participating  in  the 
campaign  because  "the  only  group  that  can 
speak  on  behalf  of  physicians  is  the  AMA. 
Only  a national  effort  can  succeed  in  telling 
the  story  of  all  physicians,  what  we  work  at 
every  day,  what  we  hope  to  accomplish." 
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Latex — A New  Cause  of 
Anaphylaxis 


GEORGE  CAUDILL,  M.D. 
VELJKO  ZIVKOVICH,  M.D. 
Des  Moines,  Iowa 


Increased  use  of  latex  gloves  and  con- 
doms as  protection  against  HIV  could 
increase  incidence  of  anaphylactic  re- 
action, say  these  authors.  Contact  with 
latex  during  an  examination,  catheter- 
ization, delivery  or  surgery  can  also 
cause  an  anaphylaxis  in  some  patients. 


A 40-year-old  black  female  sustained  an 
anaphylactic  reaction  within  minutes 
after  a latex  balloon-tipped  rectal  catheter  was 
inserted  prior  to  a barium  enema.  The  result- 
ing cardiopulmonary  arrest  responded  to  mul- 
tiple doses  of  epinephrine  and  other  resusci- 
tation measures.  There  was  no  prior  history 
of  allergy. 

Discussion 

Contact  dermatitis  from  latex,  a T-cell  me- 
diated reaction,  was  reported  by  Downing  in 


Dr.  Caudill  is  a clinical  assistant  professor,  and  Dr.  Zivkovich  is  a 
clinical  associate  professor  at  the  U.  of  I.  Department  of  Pediatrics.  They 
practice  in  Des  Moines,  and  specialize  in  pediatric  allergy  and  immu- 
nology. 


1933. 1 Netter  wrote  about  IgE  mediated  urti- 
caria in  1979. 2 Anaphylaxis  to  latex  was  first 
reported  at  the  Nordic  Congress  of  Allergy  by 
Turjanmaa  in  1984. 3- 4 Since  then,  most  of  the 
articles  have  been  in  foreign  and  a few  Amer- 
ican specialty  journals;  therefore,  physicians 
have  not  become  aware  of  this  relatively  new 
cause  of  an  old  life-threatening  hazard.3'23 

Anaphylactic  reactions  have  occurred 
when  latex  products  come  in  contact  with  the 
mucosa  of  the  oral  cavity,  rectum  and  genito- 
urinary tract  during  examination,  catheteri- 
zation and  surgery  of  all  types.3'25  Reactions 
have  also  been  reported  from  latex  dental 
products,  condoms,  toy  balloons,  rubber  bands 
and  even  a squash  ball.5- 12- 17- 19' 22 

Medical  personnel  and  women  seem  to  be 
at  highest  risk.  Finland's  Turjanmaa  found 
2.9%  of  general  hospital  employees,  5.6%  of 
surgeons  and  7.4%  of  operating  room  nurses 
were  allergic  to  latex.  Dental  personnel  are  now 
wearing  gloves  routinely  and  will  also  have  a 
higher  risk  of  sensitization.  The  frequency  of 
sensitization  in  women  seems  to  be  greater 
because  many  wear  latex  gloves  in  their  house- 
hold activities.13'  21  With  latex  gloves  and  con- 
doms being  used  as  major  protective  devices 
against  HIV  there  will  undoubtedly  be  an  in- 
crease in  latex  sensitizations. 

Studies  have  shown  a variation  from  35% 
to  80%  of  patients  who  are  sensitive  to  latex 
have  a history  of  atopy.6' 12-17'21  However,  pa- 
tients with  a history  of  contact  urticaria  or  other 
IgE  mediated  diseases  from  latex  exposures 
(such  as  rhinitis,  conjunctivitis,  asthma  urti- 
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caria  or  angioedema)  should  be  considered  at 
high  risk.12-  18  The  IgE  level  (RAST),  may  or 
may  not  be  helpful  in  determining  a patient 
at  risk  or  as  a diagnostic  tool.4'  n- 12- 17- 18-  21- 22 
There  may  be  a low-circulating  antibody  level 
but  a high  level  of  tissue-bound  specific  IgE.18 
When  the  RAST  is  indecisive,  a prick  skin  test 
may  be  of  more  value.12- 19- 22- 23  There  is,  how- 
ever, some  risk  in  doing  the  skin  test,  espe- 
cially by  untrained  personnel.13- 19 

To  avoid  a fatal  outcome,  anaphylaxis  must 
be  promptly  diagnosed  and  adequately  treated 
with  epinephrine.  The  dose  of  epinephrine  and 
the  frequency  of  administration  should  be 
judged  by  the  clinical  response  of  the  patient. 


'There  has  been  no  explanation  as 
to  why  rubber , after  being  used 
for  almost  a century , has  only  re- 
cently caused  IgE  mediated  al- 
lergy.' 


Patients  with  severe  reactions  may  require 
multiple  injections.26  Other  supportive  meas- 
ures may  be  required.  Steroids  and/or  anti- 
histamines alone  should  not  be  relied  upon  to 
treat  an  anaphylactic  reaction.  In  past  years, 
we  have  had  2 patients  with  severe  anaphylc- 
tic  reactions;  one  to  penicillin  and  one  to  a bee 
sting.  They  required  treatment  with  epineph- 
rine every  10  to  20  minutes  for  2 Vz  and  3 hours, 
respectively. 

Patients  who  have  severe  reactions  to  la- 
tex should  be  given  an  EpiPen®  or  a Bee  Sting 
Kit.19  Adequate  instruction  on  their  proper  use 
is  necessary.  More  important  is  the  need  to 
caution  patients  to  avoid  future  exposures  to 
latex  products.  They  must  also  inform  their 
dentist  and  paramedical  personnel  with  whom 
they  may  come  in  contact  of  their  sensitivity 
and  its  seriousness.  For  individuals  who  must 
wear  gloves,  vinyl  or  neopren  products  are 
available.22  A medical  alert  bracelet  should  be 
worn  by  the  patient.13 

Completely  protecting  latex  sensitive  pa- 
tients from  contact  with  latex  products  during 
surgery  would  be  difficult.23  When  surgery  is 
required,  it  may  be  necessary  to  premedicate 
the  patient  with  corticosteroids,  HI  and  H2 
antihistamines  according  to  protocol  described 


for  patients  who  have  sensitivity  to  radio  con- 
trast medium.23 

There  has  been  no  explanation  as  to  why 
rubber,  after  being  used  for  almost  a century, 
has  only  recently  caused  IgE  mediated  al- 
lergy.12 Speculation  is  that  technical  factors  in 
manufacturing  are  the  cause;  e.g.  chemicals 
used  in  production  or  curing  of  the  la- 
tex.12- 18'23-  24  It  should  be  noted  the  sterilizing 
agent,  ethylene  oxide,  and  powder  used  on 
the  gloves  have  been  reported  to  cause  ana- 
phylaxis.18- 21 

FDA  Request 

The  October,  1990  FDA  Drug  Bulletin  re- 
quests information  about  incidences  related  to 
the  allergic  reactions  to  latex  medical  prod- 
ucts.27 Latex-tipped  rectal  catheters  have  been 
removed  from  the  market  by  one  manufac- 
turer.28 

References 

References  noted  in  this  article  are  avail- 
able either  from  the  authors  or  the  editors  of 
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THE  PENSION  ALTERNATIVE 

Pension  plans  force  firms  to  comply  with  requirements  of  the 
Internal  Revenue  Code. 

Traditional  plans  are  becoming  increasingly  expensive  to 
maintain  - many  are  being  terminated  and  alternatives  are 
being  sought  by  owners. 

Can  these  problems  be  solved  and  yet  favor  the  principals  of 
your  P.C.? 


IRS  Approval  Needed? 

NO! 

ERISA  Filings? 

NO! 

Discrimination  Rules? 

NO! 

Current  Plans  Affected? 

NO! 

Contribution  Limits? 

NO! 

Income  Limits? 

NO! 

Tax  Deductible  to  the  PC.? 

YES! 

Accumulation  Tax  Deferred? 

YES! 

Simple  to  Implement? 

YES! 

Interested  in  learning  more  about  this  concept? 

Contact:  Graham  P.  Smith,  CFP 

Matrix  Management  Services,  Inc. 

4685  Merle  Hay  Rd.,  Suite  103 

Des  Moines,  IA  50322 

(515)  276-8006  (800)  288-9854 
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The  Cold  War  Against  RSV 


KATE  BALOUGH,  M.D. 
RICHARD  AHRENS,  M.D. 
Iowa  City,  Iowa 


Respiratory  Syncytial  Virus  (RSV)  can 
cause  substantial  morbidity  and  mor- 
tality in  high  risk  patients.  The  authors 
discuss  prevention  and  treatment  of  this 
virus. 


Respiratory  syncytial  virus  (rsv)  is  the 
most  clinically  significant  virus  which 
causes  respiratory  tract  disease  in  infants  and 
children.  Annually,  it  accounts  for  8-15%  of  all 
upper  respiratory  tract  infections.  Timing  of 
these  epidemics  vary,  but  commonly  run  from 
December  through  April.  Nearly  all  children 
have  had  one  RSV  infection  by  age  3.  Because 
immunity  is  short-lived,  reinfections  are  com- 
mon. 

Although  RSV  infection  is  usually  con- 
fined to  the  upper  respiratory  tract,  it  can  cause 
more  fulminant,  even  fatal  disease  such  as 
bronchiolitis,  pneumonia  and/or  apnea.  In 
general,  the  younger  the  patient  the  greater 
the  risk  of  severe  disease.  This  virus  is  re- 
sponsible for  about  23%  of  all  pediatric  hos- 
pitalizations for  respiratory  tract  disease.  Most 
adults  manifest  similar  symptoms  only  if  they 
have  predisposing  conditions  such  as  chronic 
obstructive  pulmonary  disease  or  asthma. 


The  authors  are  associated  with  the  pediatric  allergy  and  pulmonary 
division  of  University  of  Iowa  Hospitals  and  Clinics. 


Prevention 

During  an  RSV  epidemic,  nosocomial  in- 
fection can  occur  in  up  to  45%  of  contact  pa- 
tients, many  of  whom  have  primary  diagnoses 
that  place  them  at  high  risk  of  severe  pulmo- 
nary manifestations  from  this  infection  (Table 
1).  Consequently,  prevention  of  cross-infec- 
tion in  the  hospital  is  of  paramount  impor- 
tance. 

A 1981  study  by  Hall  et  al  provided  the 
requisite  insight  for  developing  effective  in- 
fection control  protocols.1  Under  carefully  con- 
trolled conditions,  healthy,  RSV-negative  vol- 
unteers were  randomly  assigned  to  one  of  3 
exposure  groups.  "Cuddlers"  provided  total 
care  to  an  RSV  infected  baby  for  several  hours 
without  a mask  or  gloves.  This  put  them  at 
risk  of  infection  from  small  particle  aerosoli- 
zation  or  large  droplets  as  well  as  autoinocu- 
lation from  the  latter  or  fomites. 

(Continued  next  page) 

TABLE  1 

HIGH  RISK  FACTORS  FOR  SEVERE  LOWER  RESPIRATORY 
TRACT  DISEASE  FROM  RSV 


Youth  — especially  with  history  of  premature  birth  and/or  age 
< 6 weeks 

Congenital  heart  disease — in  hospitalized  patients,  mortality 
rates  with  vs.  without  pulmonary  hypertension  are  37%  and  73%, 
respectively 

Chronic  lung  disease  — including  bronchopulmonary  dyspla- 
sia, cystic  fibrosis,  recurrent  aspiration  and  idiopathic  pulmonary 
hypertension 

Immunocompromise  — whether  primary,  secondary,  or  iat- 
rogenic. Up  to  80%  of  inpatients  require  intensive  care  treatment; 
their  mortality  rates  run  15-40% 

Other  chronic  diseases  — such  as  nonorganic  failure  to  thrive 
and  multiple  congenital  anomalies 
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"Touchers"  were  instructed  to  touch  sev- 
eral surfaces  in  the  room  of  an  infected  infant 
and  then  touch  their  own  nasal  mucous  mem- 
branes or  conjunctiva.  (RSV  can  remain  viable 
on  surfaces  for  up  to  6 hours.) 

"Sitters"  wore  gowns  and  gloves  while 
seated  at  least  6 feet  away  from  an  infected 
infant  for  3 hours.  They  did  not  touch  any- 
thing in  the  room,  ensuring  infection  could 
only  occur  by  small  particle  aerosol. 

The  study  results  in  Table  2 demonstrate 
the  prevalence  of  autoinoculation  by  large 
droplets  and  fomites  since  direct  inoculation 
of  the  former  is  not  likely  to  account  for  all  of 
the  infections  in  that  group.  While  this  data 
suggest  meticulous  attention  to  hand  washing 
before  and  after  patient  contact  could  elimi- 
nate most  infection  of  staff  and  patients,  prior 
studies  of  staff  hand-washing  patterns  (com- 
pliance rates  ranged  from  10%  to  76%)  suggest 
such  a simplistic  approach  would  fail.  As 
shown  in  Table  3,  the  best  control  of  infection 


TABLE  2 

RSV  STUDY,  EXPOSURE  CROUP  INOCULATION  RESULTS 


Exposure  Group 

Cuddlers 

Touchers 

Sitters 

No.  Exposed 

7 

10 

14 

No.  Infected 

5* 

4* 

0 

Afebrile  URI 

3 

3 

0 

Febrile  URI 

2 

0 

0 

Asymptomatic 

0 

1 

0 

Incubation 

4 days 

5.5  days 

‘Significantly  different  from  sitters  (p  < 0.05). 

Adapted  and  used  with  permission,  The  Journal  of  Pediatrics 
99:101,  1981. 


was  obtained  when  barriers  to  autoinoculation 
were  in  place. 

The  fact  that  eye-nose  goggles  decreased 
both  staff  and  patient  infections  to  a similar 
degree  underscores  the  role  of  staff  as  carriers 
contributing  to  the  spread  of  RSV  disease.  Le- 
clair's  study  showed  that  gloving  also  im- 
proved RSV  control.  Most  likely,  gloves  served 
as  a reminder  to  staff  that  their  hands  were 
covered  with  potentially  infectious  secretions 
and  increased  handwashing.  To  summarize, 
infection  control  has  been  best  with  a combi- 
nation of  patient  isolation,  prevention  of  staff 
autoinoculation  and  education.2 

Further  reductions  may  be  possible  with 
highly  specific  and  sensitive  rapid  antigen  as- 
says that  facilitate  cohorting.  One  recent  study 
nearly  eradicated  nosocomial  RSV  infection  by 
using  rapid  RSV  testing  on  all  patients  at  the 
time  of  admission  to  allow  more  accurate  co- 
horting.3 Based  on  these  studies,  we  recom- 
mend the  following  steps  for  controlling  RSV 
infection: 

Hand  Washing 

Hand  washing  should  be  performed  be- 
fore and  after  contact  with  any  patient  and 
after  touching  one's  own  nose  or  mouth.  Since 
compliance  is  difficult  even  for  the  highly  con- 
scientious, friendly  reminders  are  an  impor- 
tant adjunct. 

Equipment 

Equipment,  including  stethoscopes, 
should  not  go  between  patients  without  dis- 
infection. Respiratory  equipment  should  be 
sterilized,  if  possible,  before  being  shared  by 
patients  or  units. 


TABLE  3 

RATES  OF  NOSOCOMIAL  RSV  INFECTION  IN  INFANTS  AND  STAFF  WITH  DIFFERENT  INFECTION  CONTROL  MEASURES 


Infants 

Staff 

No.  (%)  with 

No.  (%)  with 

Nosocomial  RSV 

RSV . 

Techniques 

No. 

Infection 

No. 

Infection 

Hand  washing,  cohorting,  gowns 

66 

23  (35) 

53 

18  (34) 

Hand  washing,  cohorting,  isolation  of  infected  infants,  IFA*  testing 
Hand  washing,  cohorting,  isolation  of  infected  infants,  IFA  testing, 

27 

11  (41) 

26 

11  (42) 

plus  gowns,  paper-face  masks 

Hand  washing,  cohorting,  isolation  of  infected  infants,  IFA  testing. 

25 

8 (32) 

30 

10  (33) 

plus  eye-nose  goggles 

17 

1 (6) 

40 

2 (5) 

*IFA  indicates  indirect  fluorescent  antibody. 

Adapted  and  used  with  permission,  JAMA  256:2706-2708,  1986,  Copyright  1986,  American  Medical  Association. 
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Staff 

Staff  with  signs  of  a respiratory  illness 
should  not  care  for  high-risk  patients  who  are 
RSV  negative.  As  much  as  possible,  patient 
care  staff  should  be  cohorted,  particularly  on 
units  with  more  than  3 cases  of  RSV.  Staff  from 
these  units  should  not  be  assigned  to  work 
other  units  during  the  same  shift.  Physical 
therapists,  phlebotomists,  respiratory  thera- 
pists and  other  support  staff  should  make  every 
effort  to  attend  to  patients  without  RSV  before 
seeing  RSV  infected  patients. 

Patients  Positive  for  RSV 

Patients  positive  for  RSV  should  be  put 
on  secretion/excretion  precautions  with  gloves 
and  gowns  until  nasal  secretions  are  negative 
for  RSV  on  2 occasions.  For  infected  infants 
and  toddlers  whose  nasal  secretions  are  rou- 
tinely disseminated  across  their  body  surface 
area  and  environment,  all  patient  contact 
should  be  regarded  as  a contact  with  infectious 
secretions.  Consequently,  secretion/excretion 
precautions  mandate  gowns  and  gloves  be 
used  at  all  times  for  these  patients.  Positive 
patients  may  share  a room  only  if  the  room- 
mate is  also  RSV  positive.  Ideally,  rooms  with 
RSV  infected  patients  should  be  sequestered 
from  other  patients.  This  also  facilitates  as- 
signments of  staff  and  their  activities  to  co- 
horts. 

Other  Patients 

During  RSV  season,  any  patient  with  signs 
or  symptoms  compatible  with  an  upper  or 
lower  respiratory  tract  illness  is  presumed  to 
be  RSV  positive  until  proven  otherwise  (i.e., 
2 negative  tests).  Therefore,  they  should  be 
kept  in  private  rooms  with  appropriate  isola- 
tion until  their  RSV  status  is  known.  Patients 
with  documented  exposure  to  RSV  should  have 
2 negative  RSV  tests  at  least  5 days  after  initial 
exposure  before  being  removed  from  isolation. 
Elective  admissions  for  patients  with  high  risk 
factors  should  be  postponed  until  after  the  RSV 
season. 

Visitors 

Visitors  including  family  should  be  alerted 
to  the  seriousness  of  RSV  infection  and  ad- 
vised to  be  alert  for  signs  of  RSV  in  other  fam- 
ily members.  They  may  require  instruction  on 
use  of  face  masks,  hand  washing,  facial  tissue 
disposal  and  other  protection  measures. 


In  the  community,  measures  for  limiting 
the  transmission  of  RSV  are  often  unaccepta- 
bly difficult,  although  avoidance  of  exposure 
to  ill  persons,  group  activities  and  cigarette 
smoke  would  decrease  the  risk  of  acquiring 
RSV  as  would  meticulous  attention  to  hand 
washing  by  all  caretakers.  These  measures  are 
clearly  justifiable  for  children  at  high  risk  of 
severe  RSV  infection. 

Treatment 

Timely  symptomatic  treatment  of  patients 
with  lower  respiratory  tract  involvement  can 
also  reduce  morbidity  and  mortality  associated 
with  RSV  infection.  Despite  considerable  con- 
troversy in  the  literature  regarding  the  efficacy 
of  bronchodilators  in  bronchiolitis,  beta  adre- 
nergics  remain  the  first  line  of  drug  therapy 
for  these  patients.  Recent  studies  utilizing  in- 
fant pulmonary  function  tests  have  clearly 
demonstrated  that  the  majority  of  patients  with 
bronchiolitis  have  a significant  degree  of  bron- 
chodilator  responsiveness  to  their  obstructive 
lung  disease.4  5 The  mildest  cases  may  do  well 
with  oral  albuterol  but  many  will  require  in- 
haled medication  for  symptom  control. 

Glucocorticoid  use  for  bronchiolitis  has 
also  been  controversial.  In  Tabs  study  of 
wheezing-associated  respiratory  illness  in  hos- 
pitalized infants,  a feasible  explanation  for  the 
controversy  emerged.6  Infants  in  this  pro- 
spective trial  were  randomly  assigned  to  one 
of  4 groups:  placebo  alone,  dexamethasone 
alone,  bronchodilator  alone  (albuterol)  or  dex- 
amethasone plus  albuterol.  Only  the  albuterol 
plus  dexamethasone  group  improved  at  a rate 
that  differed  significantly  from  the  placebo 
treated  group.  This  makes  sense  intuitively. 

Asthmatics  hospitalized  for  acute  exacer- 
bations frequently  have  little  or  no  apparent 
improvement  following  single,  infrequent 
doses  of  bronchodilator.  Rather  than  suggest- 
ing there  is  no  underlying  bronchoconstric- 
tion,  this  indicates  there  is  also  substantial  in- 
flammation. The  addition  of  corticosteroids  to 
the  treatment  plan  greatly  speeds  recovery. 
Similarly,  we  would  not  expect  rapid  improve- 
ment with  anti-inflammatories  alone  since  the 
bronchoconstriction  would  persist  unop- 
posed. We  add  glucocorticoids  as  our  second 
line  treatment  for  bronchiolitis  inadequately 
controlled  by  nebulized  albuterols  using  the 
same  dosing  guidelines  as  in  asthmatics. 

(Continued  next  page) 
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Ribavirin  (Virazole®),  a broad  spectrum 
antiviral,  is  the  only  drug  licensed  for  specific 
therapy  against  RSV  bronchiolitis  and  pneu- 
monia. Clinical  studies  of  its  efficacy  in  lower 
respiratory  tract  disease  in  children  have  con- 
sistently demonstrated  modest  improvements 
in  morbidity.  Parameters  which  have  shown 
more  rapid  improvement  following  aerosol- 
ized ribavirin  treatments  include  oxygen  sat- 
uration, symptom/treatment  scores,  cough/ 
crackles,  need  for  mechanical  ventilation  and 
shedding  of  virus  in  secretions.710  Despite  these 
promising  results,  no  study  has  yet  demon- 
strated a significant  difference  in  length  of 
hospitalization,  mortality  rate  or  long-term 
outcome  including  incidence  of  recurrent 
wheezing. 

Safe  but  Expensive 

Clinical  experience  has  shown  ribavirin  to 
be  a safe  drug.  There  have  been  isolated  re- 
ports of  rash,  reversible  skin  irritation  and  mild 
bronchospasm  following  aerosolized  ribavirin 
treatments.  Despite  concerns  of  frequent  or 
severe  adverse  reactions  in  health  care  work- 
ers exposed  passively  to  the  aerosol,  the  over- 
all adverse  drug  reaction  rate  was  only  0.07% 
among  health  care  providers,  and  all  reactions 
were  minor.11 

Since  ribavirin  is  expensive  and  other  ef- 
ficacious, less  expensive  treatments  are  avail- 
able, ribavirin  is  not  routinely  recommended 
for  patients  hospitalized  with  RSV  disease.  The 
American  Academy  of  Pediatrics  1986  guide- 
lines for  ribavirin  use  are  helpful  in  determin- 
ing who  should  be  considered  for  this  aggres- 
sive intervention.  Ideally,  a patient  should  have 
confirmed  RSV  disease  to  warrant  ribavirin  use. 
However,  a patient  whose  presentation  dur- 
ing an  epidemic  strongly  suggests  RSV  infec- 
tion could  be  empirically  started  on  therapy 
pending  the  result  of  cultures. 

The  following  features  indicate  high 
enough  risk  of  RSV  to  consider  ribavirin  treat- 
ment: congenital  heart  disease,  especially  with 
pulmonary  hypertension;  chronic  lung  disease 
including  bronchopulmonary  dysplasia;  pre- 
maturity or  age  < 6 weeks;  immunocompro- 
mise including  AIDS  and  transplant  patients; 
PaOz  < 65  mm  Hg  or  increasing  PaC02;  mul- 
tiple congenital  anomalies;  neurologic  disease 
and  metabolic  disease. 

Although  antibiotics  are  not  generally  in- 
dicated in  patients  infected  with  RSV,  there 


are  times  when  they  are  appropriate.  Infants 
who  are  febrile  may  warrant  several  days  of 
broad  spectrum  coverage  pending  bacterial 
culture  results.  Particularly  ill  and/or  immu- 
nocompromised patients  should  receive  com- 
prehensive evaluation  for  other  pathogens 
even  if  RSV  studies  are  positive  since  coinfec- 
tions with  multiple  treatable  organisms  have 
been  documented  in  the  literature.  Streptococ- 
cus pneumoniae  is  the  most  frequently  reported 
copathogen,  but  others  such  as  hemophilus  in- 
fluenzae and  pneumocystis  have  also  been  re- 
ported. 

Factors  which  may  suggest  a likelihood  of 
coinfection  include  thrombocytopenia,  hepa- 
titis, persistent  or  recurring  temperature  ele- 
vation above  39°  longer  than  5 days,  dissem- 
inated intravascular  coagulation  and  pro- 
gression of  respiratory  failure  despite  appro- 
priate therapy. 

References 

References  noted  in  this  article  are  avail- 
able from  the  authors  or  the  editors  of  iowa 
MEDICINE. 


Dave  Ostrem  Imports 

Where  Luxury  Is  Affordable. 


1 500  Locust  Street 
Des  Moines,  Iowa 
515/283-1975 
(Toll  Free)  1/800-733-1975 

Mercedes-Benz  • BMW 
Volvo  • Jaguar 


444  / Iowa  Medicine 


The  Editor  Comments 


Marion  E.  Alberts,  M.D. 


Belonging 


TO  HOW  MANY  ORGANIZATIONS  DO  yOU  be- 
long? As  a youngster  it  may  have  been 
the  Scouts  or  a high  school  club.  Later  we 
gravitate  toward  fraternal  organizations,  sor- 
orities, church  groups  and  service  organiza- 
tions. The  medical  profession  has  specialty 
groups  as  well  as  county,  state  and  national 
medical  societies.  All  these  serve  to  amalga- 
mate our  interests.  Commenting  on  society, 
Thomas  Jefferson  averred  “It  is  rendering 
mutual  service  to  men  of  virtue  and  under- 
standing to  make  them  acquainted  with  one 
another/' 

The  key  words  in  Jefferson's  statement 
are  . . . rendering  mutual  service.''  Our 
hospital  staffs  and  our  county,  state  and  na- 
tional organizations  exist  to  render  service  as 
well  as  offer  opportunities  for  members  to 
be  acquainted  with  one  another.  Our  medi- 
cal societies  have  one  basic  tenent  for  mem- 
bership — being  a licensed  physician.  Un- 
less one  has  the  right  and  privilege  to 
practice  medicine  taken  away  there  is  no 
possibility  of  being  ''black-balled.''  We  stand 
together  for  the  opportunity  to  provide  the 
best  medical  care  for  society. 

This  iowa  medicine  presents  positive  ar- 
guments for  the  benefits  of  being  a member 
of  the  Iowa  Medical  Society.  Herbert  Spen- 
cer (1820-1903),  an  English  philosophical 
writer,  said  society  exists  ''for  the  benefit  of 
its  members;  not  the  members  for  the  bene- 
fit of  society.''  One  hundred  years  after  Jef- 
ferson he  harkened  to  a philosophy  similar 
to  Jefferson's. 

Certainly,  the  IMS  serves  its  members; 
many  of  the  members  in  turn  serve  the  soci- 
ety. More  members  should  have  input  and 
for  that  their  membership  benefits  would  be 


enhanced.  What  does  the  IMS  do  for  the 
physicians  of  Iowa?  How  shall  we  approach 
the  benefits  — the  tangible  ones  or  the  in- 
tangible? Most  obvious  to  many  members 
are  the  tangible  ones.  The  various  programs 
of  insurance  coverage  are  very  popular.  Edu- 
cational programs  of  varied  types  are  avail- 
able through  IMS  sponsorship.  Leadership 
seminars  as  well  as  retirement  planning,  of- 
fice management,  computer  skills  and  risk 
management  are  but  a few  of  recent  pro- 
grams for  member  physicians. 

Intangible  benefits  are  numerous.  Above 
all,  through  the  diligence  of  committee 
members  and  society  officers  much  is  done 
in  the  realm  of  medicine's  relationships  to 
society  as  a whole.  We  are  concerned  that 
our  patients  receive  the  best  medical  care 
consistent  with  a fair  and  considerate  con- 
cern for  the  manner  of  provision.  As  consci- 
entious providers  of  medical  care,  we  cannot 
be  pawns  of  innane  governmental  regula- 
tions that  are  inconsistent  with  our  rights 
and  have  a detrimental  effect  upon  our  pa- 
tients. Our  medical  society  works  conscien- 
tiously for  the  benefit  of  the  profession  as 
well  as  for  our  patients.  Membership  fosters 
that  endeavor.  Non-members  gain  the  same 
benefits,  but  their  benefits  are  ill-gained  — 
no  input,  but  much  benefit. 

Let  us  pull  together.  Mutual  gains 
brought  about  by  mutual  effort  is  the  name 
of  the  game.  Membership  in  our  medical  so- 
ciety is  the  way  to  go.  In  his  essay  on  Soci- 
ety and  Solitude,  Emerson  noted  ''Happy 
will  be  that  house  in  which  the  relations  are 
formed  from  character.''  So  should  our 
house  be  happy,  for  it  is  the  character  of  the 
members  that  will  make  it  so.  — M.E.A. 


October  1991  / 445 


CME  Notebook 


Richard  M.  Caplan,  M.D. 


When  n = 1 


IN  THIS  ERA  WHEN  MULTI-CENTER  double- 
blind  trials  have  become  the  mode  (in  the 
sense  of  fashion,  not  statistics),  the  individ- 
ual gets  lost.  Worse  than  that,  perhaps,  is 
not  just  being  lost  but  being  rejected: 
“everyone  knows  that  a single  anecdote 
doesn't  prove  anything."  That's  a sloppy  ar- 
gument. It's  indeed  hazardous,  logically  or 
statistically,  to  generalize  from  a single  in- 
stance to  describe  a population  or  a law  of 
nature.  But  the  anecdote  (verified  and  distin- 
guished from  rumor)  can  overturn  a general- 
ization, even  one  that  seems  well  founded 
or  even  revered.  For  example: 

• Finding  one  black  swan  overturns  the 
assertion  that  “all  swans  are  white,"  no  mat- 
ter how  many  white  swans  were  found  in 
generating  the  assertion. 

• “With  odds  of  1 in  40  million,  there's 
no  way  to  win  the  lottery  jackpot."  Bettors 
know  that's  not  so  and  they  are  right,  al- 
though perhaps  foolish  to  bet. 

These  thoughts  percolate  when  I hear 
someone  argue  that  “CME  makes  no  differ- 
ence since  there  aren't  data  to  prove  it 
does."  I believe  there  are  such  data  pub- 
lished, but  here  I want  to  focus  on  the  anec- 
dote. Many  people  have  told  me  instances, 
each  of  which  nullifies  such  a generality.  If 
instead,  a critic  makes  the  argument  that 
CME  should  be  more  efficient  or  less  costly, 
a logical  debate  might  ensue. 

In  addition  to  its  power  to  disprove  a 
generality,  a single  instance  can  provide  new 
information.  Two  anecdotes  appeared  re- 
cently in  the  NEJM,  telling  amazing  circum- 


Dr.  Caplan  is  Coordinator,  Program  in  Medical  Humanities  at  the 
University  of  Iowa  College  of  Medicine. 


stances  which  allowed  the  authors  in  each 
case  to  make  an  important  biological  obser- 
vation. One  told  of  an  88-year-old  man  who 
unfailingly  (because  of  an  uncorrectable 
compulsion)  had  eaten  25  eggs  daily  for  at 
least  15  years.  Yet  the  man's  serum  choles- 
terol level  ranged  between  150  and  200 
mg%.  Because  his  absorption  of  the  choles- 
terol was  greatly  decreased  and  his  produc- 
tion of  bile  acids  greatly  increased,  he  main- 
tained a normal  serum  cholesterol. 

The  other  report  told  of  an  astounding 
“suicide  attempt"  in  which  a 41-year-old 
woman  took  2 to  3 ml  of  blood  from  a for- 
mer male  friend  dying  of  AIDS.  She  inocu- 
lated herself  and  then,  presumably  having 
second  thoughts,  came  to  an  emergency 
room  in  a state  of  panic.  Prophylactic  doses 
of  zidovudine  were  given  for  5 weeks.  Three 
months  after  the  inoculation,  lymphadeno- 
pathy  and  asthenia  began  to  develop  and 
she  became  seropositive  for  HIV  types  1 and 
2.  One  may  thus  draw  conclusions  about  the 
timing  of  clinical  illness  in  what  was  likely  a 
massive  inoculum  and  also  about  the  pro- 
phylactic inadequacy  of  AZT  in  such  a set- 
ting. Further,  one  is  prompted  to  speculate 
on  a hierarchy  among  modes  of  suicide, 
with  priority  for  speed  and  efficacy. 

There  are  other  benefits  in  granting  the 
importance  of  an  n of  1:  it  focuses  attention 
on  the  primacy  of  an  individual  patient;  it 
reminds  us  to  pay  close  attention  to  the  nar- 
ratives of  our  patients'  circumstances  and 
not  just  laboratory  reports;  and  it  allows  the 
practicing  physician,  through  close  observ- 
tion,  to  make  important  contributions  to 
biomedical  knowledge.  Besides,  it  makes  the 
practice  of  medicine  much  more  interesting. 
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Letters  to  the  Editor 


Physicians  Are  'Captains  of 
the  Ship' 

Dear  Editor: 

The  June  issue  of  iowa  medicine  con- 
tained a letter  written  by  Dr.  John  Sunder- 
bruch,  M.D.,  Davenport. 

Without  discussing  it  with  any  of  my 
colleagues,  or  any  other  contact  or  comment, 
I want  to  say  that  it  was  one  of  the  best 
written  and  pertinent  articles  I have  seen  or 
read  in  many  years. 

I heartily  endorse  Dr.  Sunderbruch's  let- 
ter and  compliment  him  on  this  timely  pres- 
entation. Obviously,  much  more  could  be 
said  and  the  subject  could  be  enlarged  upon, 
but  the  total  idea  is  so  well  presented  that  I 
feel  it  needs  no  further  comment. 

Again,  my  compliments  to  Dr.  Sunder- 
bruch  on  his  timely  and  courageous  letter  to 
the  editor.  — Charles  W.  Beckman , M.D.,  Ka- 
lona,  Iowa. 


"Reformed  Gallbladder" 

Dear  Editor: 

In  my  letter  to  the  editor  in  the  August 
1991  issue  I did  not  mention  that  Dr.  How- 
ard L.  Beye,  former  Chief  of  Surgery  at  the 
U.  of  I.  Hospitals,  had  originally  reported  on 
cystic  duct  remnants  and  presented  the  term 
"reformed  gallbladder."  This  was  acknowl- 
edged by  Dr.  Peterson  in  his  paper  and  I 
wish  to  acknowledge  the  article,  "Conditions 
Necessitating  Surgery  Following  Cholecys- 
tectomy" by  Howard  L.  Beye,  F.A.C.S., 

Iowa  City,  St.  Louis,  Missouri,  December  7, 
1934.  — Ralph  Dorner,  M.D.,  Des  Moines. 

The  Role  of  the  Medical 
Monitor 

More  and  more  physicians  are  becoming 
involved  in  clinical  drug  trials.  As  questions 
posed  by  the  Food  and  Drug  Administration 
become  increasingly  complex,  clinical  trials 
grow  larger  and  more  complicated.  Commu- 


nity physicians,  especially  those  with  busy 
practices,  are  being  asked  to  provide  centers 
for  multicenter  studies. 

For  many  of  these  physicians,  this  will 
be  their  first  encounter  with  medical  moni- 
tors — physicians  employed  by  pharmaceu- 
tical companies  to  coordinate  and  supervise 
clinical  trials. 

Who  are  these  physician-employees?  In- 
creasingly, they  are  not  semi-retired  doctors 
opting  out  of  too-physically-demanding 
practices,  but  recently  qualified  Board-certi- 
fied or  Board-eligible  specialists  and  subspe- 
cialists ] — some  straight  from  residency  and 
fellowship  programs. 

The  medical  monitor  in  a new  job  usu- 
ally starts  by  taking  over  an  ongoing  study. 
The  new  industry  physician  learns  how  to 
visit  study  sites  and  examine  case  report 
forms  for  completeness  and  accuracy.  The 
new  monitor  ensures  no  protocol  violations 
have  occurred  and  no  serious  adverse  reac- 
tions have  been  overlooked. 

As  the  medical  monitor  gains  experi- 
ence, some  of  these  activities  may  be  dele- 
gated to  a clinical  research  associate,  freeing 
the  monitor  to  concentrate  on  other  tasks. 
These  include  writing  new  protocols,  start- 
ing new  trials  and  evaluating,  reporting  and 
presenting  results  from  previous  studies. 

The  medical  monitor  follows  the  rele- 
vant medical  literature,  attends  major  scien- 
tific meetings  of  his  or  her  specialty  and  con- 
sults with  leading  authorities  on  the  disease 
or  diseases  targeted  by  the  new  medication. 
This  may  entail  traveling  around  the  country 
or  around  the  world.  If  the  drug  is  a very 
new  one,  as  development  proceeds,  there 
probably  will  be  a time  when  the  medical 
monitor  knows  more  about  that  drug  than 
anyone  else  on  earth. 

Before  a new  trial  begins  the  medical 
monitor  and  community-physician  investiga- 
tor usually  work  together  at  pre-trial  meet- 
ings to  acquaint  the  monitor  with  the  site 
and  iron  out  final  protocol  details.  The  mon- 
itor usually  visits  the  site  at  intervals  during 
the  study  and  again  at  the  end  of  the  study 
for  close-out.  In  addition,  there  will  probably 
be  some  telephone  conversations  to  discuss 
adverse  experiences  and  decide  what  to  do 
with  patients  who  don't  fit  the  protocol's  in- 
clusion/exclusion criteria.  — Provided  by  the 
Pharmaceutical  Manufacturers  Association. 
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Caring  For 
Iowans  For  More 
Than  50  Years. 


The  changes  in  health  care  and  health 
coverage  in  the  last  five  decades  have 
been  tremendous.  And,  through  it  all,  Blue 
Cross  and  Blue  Shield  of  Iowa  has  helped 
set  the  pace. 

All  the  while,  we  have  worked  diligently 
to  help  our  customers  get  the  most  out  of 
their  health  care  dollars,  to  provide  excel- 
lence in  service  and  to  give  our  members 
cost-efficient,  quality  benefits.  Like  Total 
Health  Network  of  Iowa  and  Family 
Health  Plan,  our  innovative  health  mainte- 
nance organizations ...  and  ALLIANCE 
Select,  our  preferred  provider  program. 

We've  worked  with  the  providers  of 
health  care  for  50  years  to  assure  Iowans 
of  affordable,  high-quality  coverage.  And 
you  can  be  sure  that  we'll  be  doing  the 
same  for  another  50  years.  It's  a tradition 
we're  proud  of ...  and  one  you  can  con- 
tinue to  count  on. 


Blue  Cross 
Blue  Shield 


IFMC  Case  Notes 


Quality  of  Ambulatory  Care  — 
DEMPAQ  Project 


The  ifmc  is  participating  in  a 3-year  project 
designed  to  develop  tools  to  assess  the 
quality  of  care  delivered  to  Medicare  patients 
in  physicians'  offices.  The  project  — labeled 
DEMPAQ  — is  funded  by  the  Health  Care 
Financing  Administration. 

The  Delmarva  Foundation  for  Medical 
Care,  Maryland's  PRO,  is  the  primary  con- 
tractor collaborating  with  the  IFMC  and  the 
Alabama  Quality  Assurance  Foundation. 

The  DEMPAQ  project  involves  a medical 
record  review  and  a claims  profiling  instru- 
ment. The  record  review  includes  a Record 
Documentation  Assessment  (RDA)  that  ana- 
lyzes items  considered  important  for  conti- 
nuity of  patient  care  which  should  be  included 
in  medical  records.  The  Clinical  Performance 
Assessment  (CPA)  component  focuses  on 
functions  the  physician  typically  performs  in 
the  course  of  patient  treatment  such  as  order- 
ing tests,  prescribing  drugs  and  responding  to 
patient  complaints.  Confidential  results  from 
the  RDA  and  the  CPA  will  be  sent  to  partici- 
pating physicians. 

Physicians  Will  Review 
Profiles 

Medicare  Part  B claims  data  from  the  com- 
mon working  file  will  be  used  to  generate  ge- 
neric and  focused  profiles.  The  confidential 
claims  profiling  data  will  be  sent  to  partici- 
pating physicians.  They  will  be  asked  to  re- 
view and  critique  the  profiles  for  relevance  and 
usefulness  relative  to  quality  of  care. 

A vital  aspect  of  DEMPAQ  is  the  input  of 
physicians  in  the  design  and  implementation 
of  the  project.  The  profile  format  and  the  re- 
cord review  criteria  will  be  submitted  to  liaison 

This  column  was  provided  by  the  Iowa  Foundation  for  Medical  Care, 
Iowa's  peer  review  organization. 


members  of  the  medical  community  for  cri- 
tique/comment before  implementing  the  pro- 
filing or  record  review.  Individual  physicians 
and  physician  groups  will  be  asked  to  evaluate 
the  educational  value  and  the  usefulness  of 
the  data.  The  review  criteria  will  be  continu- 
ously revised  throughout  the  project  based  on 
information  supplied  by  physicians. 

DEMPAQ  will  also  undertake  extensive 
evaluation  of  the  validity,  reliability  and  cost 
of  each  review  technique.  The  project  will  also 
compare  data  from  the  medical  record  to  that 
contained  in  a HCFA-1500  form  to  assess 
whether  claims  data  is  a reliable  quality  indi- 
cator. 

The  record  review  will  begin  in  the  fall  of 
1991  in  Maryland.  Results  from  the  Maryland 
pilot  will  be  used  to  revise  the  record  review 
tools  prior  to  initiating  review  in  Iowa  and  Ala- 
bama in  the  winter  of  1991-92. 

Random  Iowa  Physician 
Sample 

Beginning  in  December  1991,  letters  will 
be  mailed  to  a random  sample  of  Iowa  phy- 
sicians inviting  them  to  participate  in  DEM- 
PAQ. Participating  physicians  will  be  asked  to 
provide  DEMPAQ  with  approximately  25  ran- 
domly selected  Medicare  patient  records  for 
review.  All  information  submitted  will  be 
strictly  confidential  and  will  be  reviewed  by 
project  staff  only.  Reimbursement  for  photo- 
copying records  will  be  offered. 

Claims  profiles  will  be  developed  and  re- 
leased in  mid-1991,  first  in  Maryland  and  later 
in  Iowa  and  Alabama.  The  project's  final  re- 
port will  be  available  in  the  fall  of  1993. 

For  more  information  about  DEMPAQ,  call 
Nancy  Paine,  IFMC  director  of  specialty  re- 
view services,  at  515/223-2940. 
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For  excellent  response  in  the  treatment  of 
duodenal  ulcers... 

® 

nizatidine 

has  the  right  answers 

■ Rapid  epigastric  pain  relief'2* 

■ Fast  and  effective  ulcer  healing234 


D 

PASSES  THE  ACID  TEST 


*Most  patients  experience  pain  relief  with  the  first  dose. 
See  adjacent  page  for  references  and  brief  summary 
of  prescribing  information. 
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AXID®  (nizatidine  capsules) 

Brief  Summary.  Consul!  the  package  insert  for  complete  prescribing  information. 
Indications  and  Usage:  1 . Active  duodenal  ulcer-lot  up  to  8 weeks  ol  treatment.  Most 
patients  heal  within  4 weeks. 

2.  Maintenance  therapy-  for  healed  duodenal  ulcer  patients  at  a reduced  dosage 
of  150  mg  h.s.  The  consequences  of  therapy  with  Axid  for  longer  than  1 year 
are  not  known. 

Contraindications:  Known  hypersensitivity  to  the  drug.  Because  cross  sensitivity  in 
this  class  of  compounds  has  been  observed,  H2-receptor  antagonists,  including  Axid, 
should  not  be  administered  to  patients  with  a history  of  hypersensitivity  to  other 
H2-receptor  antagonists. 

Precautions:  General- 1.  Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe  renal  insufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic  dysfunction, 
the  disposition  of  nizatidine  is  similar  to  that  in  normal  subjects. 

Laboratory  Tesfs -False-positive  tests  for  urobilinogen  with  Multistix*  may  occur 
during  therapy. 

Drug  Interactions -No  interactions  have  been  observed  with  theophylline, 
chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfarin.  Axid  does  not  inhibit 
the  cytochrome  P-450  enzyme  system;  therefore,  drug  interactions  mediated  by 
inhibition  of  hepatic  metabolism  are  not  expected  to  occur.  In  patients  given  very 
high  doses  (3,900  mg)  of  aspirin  daily,  increased  serum  salicylate  levels  were  seen 
when  nizatidine,  150  mg  b.i.d.,  was  administered  concurrently. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility -A  2-year  oral  carcinogenicity 
study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  times  the  recommended 
daily  therapeutic  dose)  showed  no  evidence  of  a carcinogenic  effect.  There  was  a 
dose-related  increase  in  the  density  of  enterochromaffin-like  (ECL)  cells  in  the  gastric 
oxyntic  mucosa.  In  a 2-year  study  in  mice,  there  was  no  evidence  of  a carcinogenic 
effect  in  male  mice,  although  hyperplastic  nodules  of  the  liver  were  increased  in  the 
high-dose  males  as  compared  with  placebo.  Female  mice  given  the  high  dose  of  Axid 
(2,000  mg/kg/day,  about  330  times  the  human  dose)  showed  marginally  statistically 
significant  increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of  hepatic  carcinoma 
in  the  high-dose  animals  was  within  the  historical  control  limits  seen  for  the  strain 
of  mice  used.  The  female  mice  were  given  a dose  larger  than  the  maximum  tolerated 
dose,  as  indicated  by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevations).  The  occurrence  of 
a marginal  finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat 
hepatotoxic  dose,  with  no  evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female 
mice  (given  up  to  360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic  potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis,  sister 
chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration  tests,  and  a 
micronucleus  test. 

In  a 2-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses  of  nizatidine 
up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive  performance 
of  parental  animals  or  their  progeny. 

Pregnancy-Teratogenic  Effects -Pregnancy  Category  C— Oral  reproduction  studies 
in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits  at 
doses  up  to  55  times  the  human  dose  repealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect;  but,  at  a dose  equivalent  to  300  times  the  human  dose,  treated  rabbits 
had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On 
intravenous  administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine  at 
20  mg/kg  produced  cardiac  enlargement,  coarctation  of  the  aortic  arch,  and  cutaneous 
edema  in  1 fetus,  and  at  50  mg/kg,  it  produced  ventricular  anomaly,  distended 
abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  1 fetus.  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women.  It  is  also  not 
known  whether  nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant 
woman  or  can  affect  reproduction  capacity.  Nizatidine  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers- Studies  in  lactating  women  have  shown  that  0.1%  of  an  oral 
dose  is  secreted  in  human  milk  in  proportion  to  plasma  concentrations.  Because  of 
growth  depression  in  pups  reared  by  treated  lactating  rats,  a decision  should  be 
made  whether  to  discontinue  nursing  or  the  drug,  taking  into  account  the  importance 
of  the  drug  to  the  mother. 

Pediatric  Use- Safety  and  effectiveness  in  children  have  not  been  established. 

Use  in  Elderly  Patients- Healing  rates  in  elderly  patients  were  similar  to  those 
in  younger  age  groups  as  were  the  rates  of  adverse  events  and  laboratory  test 
abnormalities.  Age  alone  may  not  be  an  important  factor  in  the  disposition  of 
nizatidine.  Elderly  patients  may  have  reduced  renal  function. 

Adverse  Reactions:  Clinical  trials  of  varying  durations  included  almost  5,000  patients. 
Among  the  more  common  adverse  events  in  domestic  placebo-controlled  trials  of 
over  1,900  nizatidine  patients  and  over  1,300  on  placebo,  sweating  (1%  vs  0.2%), 
urticaria  (0.5%  vs  <0.01%),  and  somnolence  (2.4%  vs  1.3%)  were  significantly 
more  common  with  nizatidine.  It  was  not  possible  to  determine  whether  a variety  of 
less  common  events  were  due  to  the  drug. 

Hepatic- Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase) 
possibly  or  probably  related  to  nizatidine  occurred  in  some  patients.  In  some  cases, 
there  was  marked  elevation  (>500 IU/L)  in  SGOT  or  SGPT  and,  in  a single  instance, 
SGPT  was  >2,000  IU/L.  The  incidence  of  elevated  liver  enzymes  overall  and 
elevations  of  up  to  3 times  the  upper  limit  of  normal,  however,  did  not  significantly 
differ  from  that  in  placebo  patients.  All  abnormalities  were  reversible  after  discontinuation 
of  Axid.  Since  market  introduction,  hepatitis  and  jaundice  have  been  reported.  Rare 
cases  of  cholestatic  or  mixed  hepatocellular  and  cholestatic  injury  with  jaundice 
have  been  reported  with  reversal  of  the  abnormalities  after  discontinuation  of  Axid. 

Cardiovascular-  In  clinical  pharmacology  studies,  short  episodes  of  asymptomatic 
ventricular  tachycardia  occurred  in  2 individuals  administered  Axid  and  in  3 
untreated  subjects. 

C/VS -Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocrine- Clinical  pharmacology  studies  and  controlled  clinical  trials  showed  no 
evidence  of  antiandrogenic  activity  due  to  nizatidine.  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  patients  on  nizatidine  and  those  on  placebo 
Gynecomastia  has  been  reported  rarely. 

Hematologic- Fatal  thrombocytopenia  was  reported  in  a patient  treated  with 
nizatidine  and  another  H2-receptor  antagonist.  This  patient  had  previously  experienced 
thrombocytopenia  while  taking  other  drugs.  Rare  cases  of  thrombocytopenic  purpura 
have  been  reported. 

Integumental- Sweating  and  urticaria  were  reported  significantly  more  frequently 
in  nizatidine-  than  in  placebo-treated  patients.  Rash  and  exfoliative  dermatitis  were 
also  reported. 

Hypersensitivity -As  with  other  H2-receptor  antagonists,  rare  cases  of  anaphylaxis 
following  nizatidine  administration  have  been  reported.  Rare  episodes  of  hypersensitivity 
reactions  (eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported. 

Other- Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was  reported. 
Eosinophilia,  fever,  and  nausea  related  to  nizatidine  have  been  reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage  occurs, 
activated  charcoal,  emesis,  or  lavage  should  be  considered  along  with  clinical 
monitoring  and  supportive  therapy.  Renal  dialysis  does  not  substantially  increase 
clearance  of  nizatidine  due  to  its  large  volume  of  distribution. 
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Lead  Intoxication  in  Children 


Excessive  absorption  of  lead  in  children 
can  affect  growth,  hearing  and  neurobe- 
havioral  development  without  overt  symp- 
toms. 

Until  recently,  guidelines  for  blood  lead 
levels  were  25fxg/dl.  But  adverse  effects  can 
occur  at  much  lower  blood  lead  levels  than  has 
been  previously  recognized.  The  Centers  for 
Disease  Control  (CDC)  has  lowered  the  blood 
lead  threshold  to  10fxg/dl. 

The  screening  test  of  choice  has  been 
measurement  of  erythrocyte  protoporphyrin 
(EP),  commonly  assayed  as  zinc  protopor- 
phyrin (ZPP),  in  blood  obtained  by  finger  stick 
capillary  sampling. 

This  test  is  inexpensive  and  easily  per- 
formed, but  it  is  not  sensitive  at  the  lower  lev- 
els of  blood  lead  which  now  define  lead  in- 
toxication. 

Identifying  Patients  with 
Iron  Deficiency  Anemia 

An  erythrocyte  protoporphyrin  level  is  still 
useful,  however,  in  identifying  patients  whose 
blood  lead  levels  are  increasing  and  in  screen- 
ing patients  for  iron  deficiency  anemia.  Iden- 
tifying patients  with  iron  deficiency  anemia  is 
important  in  relation  to  lead  intoxication  be- 
cause such  children  absorb  lead  more  effi- 
ciently from  their  gastrointestinal  tract  and 
have  increased  susceptibility  to  many  of  the 
toxic  effects  of  lead. 

Screening  for  lower  levels  of  lead  intoxi- 
cation should  be  done  using  direct  measure- 
ment of  blood  lead.  A blood  lead  level  reflects 
lead's  dynamic  equilibrium  between  absorp- 
tion, excretion  and  deposition  in  soft-  and  hard- 
tissue  compartments.  Preferably,  blood  lead 


This  article  was  written  for  the  IDPH  by  Douglas  Weismann,  M.D., 
U.  of  I.  Hospitals  and  Clinics,  Iowa  City. 


levels  should  be  measured  by  venous  samples. 
However,  finger  stick  capillary  specimens  will 
be  more  feasible  at  many  screening  sites. 

A protocol  for  capillary  blood  collection 
for  lead  analysis  is  available  through  the  Iowa 
Department  of  Public  Health.  Before  a child 
with  elevated  lead  levels  undergoes  chelation, 
a confirmatory  venous  blood  lead  measure- 
ment should  be  repeated  (even  if  the  child  was 
initially  screened  using  a venous  blood  sam- 
ple). 

Repeat  Testing  in  CDC 
Blood  Lead  Program 

Screening  tests  are  not  diagnostic.  Every 
child  with  a positive  screening  test  (blood  lead 
10|xg/dl)  should  be  re-evaluated  with  a repeat 
blood  lead  determination  on  a venous  (non- 
capillary) blood  sample  in  a laboratory  that 
participates  in  the  CDC  blood  lead  proficiency- 
testing program.  Small  changes  in  blood  lead 
levels  should  not  necessarily  be  interpreted  as 
indicative  of  actual  changes  in  the  child's  lead 
absorption  or  excretion.  Repeated  testing  will 
improve  the  validity  of  severity  classification. 

Lead  Intoxication  Risk  Groups 

• Children,  9 months  to  6 years  of  age, 
who  live  in  or  are  frequent  visitors  in  older, 
deteriorated  housing  structures; 

• Children,  9 months  to  6 years  of  age, 
who  are  siblings,  housemates,  visitors,  and 
playmates  of  children  with  known  lead  tox- 
icity; 

• Children  of  any  age  living  in  older 
housing  where  renovation  is  occurring; 

• Children,  9 months  to  6 years  of  age, 
who  live  near  lead  smelters  and  processing 
plants  or  whose  parents  or  other  household 
members  participate  in  lead-related  occupa- 
tion or  hobby. 
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WHEN  TIMES  GET  TOUGH 
TURN  TO  YOUR  ASSOCIATION 


It  is  in  times  of  economic  downturns  that  the  benefits  and  true  value  of  association 
membership  shine  through. 

Associations  are  information  brokers.  They  either  have  the  kind  of  information  at 
their  fingertips  that  can  make  the  difference  during  a recession,  or  they  can  point  the 
way  to  find  it. 

Associations  like  ours  provide  information  that  not  only  helps  our  members 
survive  a recession,  but  can  turn  it  into  an  opportunity.  For  example,  information  on  new 
markets  or  developing  niches  within  changing  markets.. .sharing  information  on  ideas 
that  cut  costs. ..trends  analysis.. .or  the  latest  information  on  technological  advances. 

The  educational  offerings  of  associations,  market  research  and  technical 
publications  can  dramatically  improve  the  financial  position  of  a company  (or  individual) 
through  greater  sales  and  enhancements  in  productivity. 

Just  one  more  example  of  how  ASSOCIATIONS  ADVANCE  AMERICA! 


If  you  would  like  more  information 
on  how  associations  advance 
America,  please  call  Tom  Gorski, 
ASAE,  202/626-2704. 


ASSOCIATIONS 


ADVANCE 

AMERICA 


About  Iowa  Physicians 


Dr.  L.  Dean  Caraway,  Amana,  has  retired  after 
more  than  35  years  of  medical  practice.  Dr. 
Caraway  received  the  M.D.  degree  from  the 
U.  of  I.  College  of  Medicine  and  practiced  in 
Monticello  for  15  years  prior  to  locating  in 
Amana.  Dr.  Brian  Lindo  has  joined  Family 
Practice  Associates  in  Cedar  Rapids.  Dr.  Lindo 
received  the  M.D.  degree  from  the  University 
of  Illinois,  Chicago  Health  Science  Center, 
Peoria,  Illinois  branch  and  completed  his  res- 
idency at  Mercy  Family  Practice,  Cedar  Rap- 
ids. Dr.  Callie  Taffe  and  Dr.  William  Jones 
have  joined  Medical  Associates  of  Cedar  Rap- 
ids. Dr.  Taffe  received  the  M.D.  degree  from 
St.  Louis  University  School  of  Medicine,  St. 
Louis,  Missouri  and  completed  a residency  at 
Albany  Medical  Center,  Albany,  New  York. 
Dr.  Jones  received  the  M.D.  degree  from  the 
University  of  South  Dakota  School  of  Medi- 
cine, Vermillion,  South  Dakota  and  completed 
a residency  there  also.  Dr.  Donald  Paynter  has 
joined  Internists,  P.C.  in  Cedar  Rapids.  Dr. 
Paynter  received  the  M.D.  degree  at  the  U.  of  I. 
College  of  Medicine  and  served  his  residency 
at  Wright-Patterson  Air  Force  Base  in  Ohio. 
Dr.  Steven  Johnson  recently  joined  the  Wolfe 
Clinic,  West  Des  Moines.  Dr.  Johnson  previ- 
ously practiced  with  the  Physicians'  Eye  Clinic, 
West  Des  Moines.  Dr.  Brett  Olson  has  joined 
Dr.  Donald  Rodawig  at  Spirit  Lake  Medical 
Center.  Dr.  Olson  received  the  M.D.  degree 
from  the  U.  of  I.  College  of  Medicine  and  served 
a family  practice  residency  at  North  Memorial 
Medical  Center,  Minneapolis,  Minnesota.  The 
following  physicians  have  joined  the  staff  at 
Allen  Memorial  Hospital,  Waterloo:  Dr.  Ste- 
phen Chaffee,  Dr.  Annie  Kontos  and  Dr.  Mary 
O'Connell.  Dr.  Chaffee  received  the  D.O.  de- 
gree at  the  University  of  Osteopathic  Medicine 
and  Surgery,  Des  Moines  and  completed  a res- 
idency with  Black  Hawk  Area  Family  Practice 
Residency  Program  in  Waterloo.  He  has  joined 
Main  Street  Family  Practice  clinics  located  in 
Denver,  Readlyn  and  Tripoli.  Dr.  Kontos  re- 
ceived the  D.O.  degree  at  the  University  of 
Osteopathic  Medicine  and  Surgery,  Des 


Moines  and  served  her  residency  at  the  Mayo 
Clinic,  Rochester,  Minnesota.  She  is  in  family 
practice  in  Waterloo.  Dr.  O'Connell  received 
the  M.D.  degree  from  Southern  Illinois  School 
of  Medicine,  Springfield,  Illiniois  and  com- 
pleted a residency  with  Black  Hawk  Area  Fam- 
ily Practice  Residency  Program  in  Waterloo. 
She  is  in  practice  in  Waterloo.  Dr.  Louis  Greco, 
Boone,  has  retired  after  36  years  of  surgical 
practice.  Dr.  Greco  received  the  M.D.  degree 
from  University  of  Illinois  at  Chicago  Health 
Sciences  Center,  Chicago,  Illinois  and  served 
a residency  at  Veterans  Administration  Hos- 
pital, Dwight,  Illinois.  Dr.  Whealen  Koontz 
has  joined  Internists,  P.C.,  Cedar  Rapids.  Dr. 
Koontz  has  been  in  practice  in  Cedar  Rapids 
for  25  years.  Dr.  Randall  Messerly  has  joined 
Dr.  Stephen  Sundberg  in  providing  surgical 
services  through  Webster  City  Medical  Serv- 
ices, P.C.  and  Boone  Medical  Specialties,  P.C. 
Dr.  Messerly  received  the  D.O.  degree  from 
the  University  of  Osteopathic  Medicine  and 
Surgery,  Des  Moines  and  completed  his  resi- 
dency at  Metropolitan  Medical  Center  and  St. 
Louis  University  Hospital,  St.  Louis,  Missouri. 
Dr.  Gerald  Brooks,  Sioux  City,  has  been  board 
certified  in  the  sub-specialty  of  psychiatry  with 
added  qualifications  in  geriatric  psychiatry. 
This  is  the  first  year  psychiatry  has  had  a cer- 
tification process  within  the  sub-specialty  of 
geriatrics.  Dr.  David  Eberle  has  joined  the  Park 
Clinic  in  Mason  City.  Dr.  Eberle  received  the 
M.D.  degree  from  Indiana  University  School 
of  Medicine,  Indianapolis,  Indiana  and  com- 
pleted a residency  at  Akron  General  Medical 
Center,  Akron,  Ohio.  Dr.  Eberle  previously 
practiced  in  Minot,  North  Dakota.  Sioux  City 
physicians  Dr.  John  Walck  and  Dr.  Donald 
Schultz  are  leaving  Iowa  to  practice  medicine 
elsewhere.  Dr.  Walck  is  relocating  to  Tucson, 
Arizona  where  he  will  specialize  in  addictions 
treatment.  Dr.  Schultz  has  accepted  a position 
as  vice  president  for  private  practice  for  the 
Henry  Ford  Health  System  in  Detroit,  Michi- 
gan. Dr.  David  Hansen,  Cedar  Falls,  has  re- 
tired after  33  years  of  medical  practice,  32  of 
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those  years  in  Cedar  Falls.  Dr.  Hansen  re- 
ceived the  M.D.  degree  from  Washington  Uni- 
versity School  of  Medicine,  St.  Louis,  Missouri 
and  completed  a residency  at  Jewish  Hospital, 
also  in  St.  Louis.  He  practiced  for  one  year  in 
Florissant,  Missouri  before  locating  in  Cedar 
Falls.  Dr.  James  Hubbard,  Dubuque,  was  re- 
cently elected  to  fellowship  in  the  American 
Academy  of  Pediatrics.  Dr.  Thomas  Babcock 
and  Dr.  Thomas  Fagg  have  opened  the  Jef- 
ferson Clinic.  Both  physicians  received  the 
D.O.  degree  from  the  University  of  Osteo- 
pathic Medicine  and  Health  Sciences,  Des 
Moines  and  completed  family  practice  resi- 
dencies at  Broadlawns  Hospital,  Des  Moines. 
Dr.  Brian  Melhaus  has  joined  the  Fairfield 
Clinic.  Dr.  Melhaus  received  the  M.D.  degree 
at  the  U.  of  I.  College  of  Medicine  and  served 
his  residency  at  Memorial  Hospital,  South 
Bend,  Indiana.  Dr.  Virgilio  Corpuz  has  joined 
Drs.  Preeti  Bhatia  and  L.  Gregorio  Lauz  at 
Medical  Associates  in  Clinton.  Dr.  Corpuz  re- 
ceived the  M.D.  degree  from  the  Faculty  of 
Medicine  and  Surgery,  University  of  Santo  To- 
mas, Manila,  Philippines  and  completed  a pe- 


diatric residency  at  Cooper  Hospital,  Camden, 
New  Jersey.  Dr.  Laurel  Schiller  has  replaced 
Dr.  Donald  Trefz,  who  has  retired  from  his 
Charles  City  practice.  Dr.  Schiller  received  the 
M.D.  degree  from  the  U.  of  I.  College  of  Med- 
icine and  completed  a surgical  internship  at 
Bronx  Hospital,  New  York.  She  has  been  prac- 
ticing with  Dr.  Trefz  for  2 years.  Although  Dr. 
Trefz  has  retired  from  his  daily  practice  he  con- 
tinues to  see  nursing  home  patients  and  re- 
mains as  medical  director  of  the  nursing  home. 
He  has  practiced  medicine  for  37  years,  the 
last  31  years  in  Charles  City. 


LETTERS  TO  THE  EDITOR 

If  you  have  a comment  regarding  some- 
thing you've  read  in  iowa  medicine  or  an 
observation  on  conditions  affecting  the 
practice  of  medicine  in  Iowa,  don't  keep  it 
to  yourself.  Share  your  thoughts  in  a letter 
to  the  editor.  We'd  like  to  hear  from  you. 


HAWKEYE 
MEDICAL 

SUPPLY ; INC. 

A MESSAGE  FROM  THE  PRESIDENT 

The  1990s  are  going  to  be  both  exciting  and  challenging  for  everyone  in  the  healthcare 
field.  Cost  containment,  new  government  regulations,  and  rapidly  changing  technologies 
are  but  a few  of  these  challenges.  At  Hawkeye  Medical  Supply,  Inc.,  we  are  committed 
to  helping  you  fmd  the  opportunities  in  these  challenges.  Opportunities  that  mean  better 
patient  care  and  increased  profits  for  your  medical  practice. 

Ted  Pacha 
President  and  CEO 


HOME  OFFICE  225  E PRENTISS  STREET.  IOWA  CITY,  IA  52244  (31 9)  337-31 21 
BRANCH  OFFICES:  721 2 UNIVERSITY  AVE,  DES  MOINES,  IA  5031 1 (51 5)  274-401 5 
901  E KIMBERLY  RD„  DAVENPORT,  IA  52807  (319)  386-1345 

IOWA  WATS  'After  the  sale . . . it's  the  SERVICE  that  counts. ' 
1-800-272-6448 
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Classified  Advertising 


CLASSIFIED  ADVERTISING  RATE  — $3  per  line , $30 
minimum  per  insertion.  NO  CHARGE  TO  MEMBERS 
OF  IOWA  MEDICAL  SOCIETY.  Copy  deadline  — 1st 
of  the  month  preceding  publication. 


McCRARY-ROST  CLINIC,  P.C.  — Seeking  family  practice/general 
practice  physicians  for  their  unique  rural  practice.  Practice  opportuni- 
ties are  available  in  Gowrie,  Iowa  and  Lake  City,  Iowa.  The  group 
includes  7 family/general  practice  physicians,  one  general  internist,  2 
general  surgeons  and  2 physician  assistants.  New  facilities,  guaranteed 
salary  with  incentive,  full  range  of  benefits,  liberal  time  off.  A com- 
bination of  professional  excellence  and  quality  life-style.  For  more  in- 
formation, contact  Ed  Maahs,  Administrator  or  Dave  Linder,  Associate 
Administrator  at  800/262-6230  or  712/464-3194. 


LONE  TREE,  IOWA  — Longtime  established  general  practice  and 
equipped  2-person  clinic.  Available  June  1,  1992.  25  minutes  from  Iowa 
City,  Mercy  Hospital,  University  Hospitals.  I am  retiring  after  32  years 
of  practice  in  this  progressive  community  of  1100,  with  46-bed  care 
center  (JCAH  accredited)  and  school  K-12.  For  more  information  contact 
Keith  F.  Mills,  M.D.,  107  Jayne  St.,  Lone  Tree,  Iowa  52755  or  call  319/ 
629-4214  (office),  319/629-4220  (residence). 


WISCONSIN  — University  of  Wisconsin  Medical  School,  New  Phy- 
sicians for  Wisconsin  looking  for  BE/BC  family  physicians,  internists, 
general  surgeons  and  others  for  over  100  practice  opportunities  through- 
out Wisconsin.  Call  Karen  T.  Paulson  collect  608/273-5961  or  write  5721 
Odana  Road,  Madison,  Wisconsin  53719. 


SIOUX  CITY  — Hematology/oncology;  join  3 oncologists  for  pure  sub- 
specialty practice,  ECOG  affiliation;  2 major  hospitals  with  800  total 
beds;  complete  cancer  treatment  program;  service  population  of  300,000; 
attractive  income,  excellent  benefits;  diverse  recreational,  educational 
and  cultural  opportunities.  Phil  Kelbe  1-800/753-4597  (no  fees  involved). 


TIRED  OF  THE  RAT  RACE?  — Anxious  about  entering  private  practice 
with  the  attendant  risks  and  demands  of  the  90s?  Why  not  consider 
emergency  medicine.  If  you  are  trained  in  family  practice  or  emergency 
medicine  and  are  looking  for  a career  with  fixed  hours,  guaranteed 
income  free  of  financial  risks  and  other  practice  hassles,  please  give 
me  a call.  Kenneth  P.  Schultheis,  D.O.,  President,  Emergency  Physi- 
cians Services,  P.C.,  c/o  Mercy  Hospital  Medical  Center,  Des  Moines 
515/247-4445. 


OCCUPATIONAL  MEDICINE  OPPORTUNITY—  Opportunities  avail- 
able for  permanent  part-time  positions  in  occupational  medicine  in  the 
Kansas  City  metropolitan  area.  Responsibilities  include  pre-employ- 
ment screenings,  periodic  evaluations  and  evaluation  and  treatment  of 
work  related  injuries.  Previous  experience  in  occupational  medicine  is 
desirable,  however,  training  in  general  surgery,  orthopedic  surgery, 
internal  medicine  or  family  practice  may  be  acceptable.  Because  this  is 
a part-time  position,  we  are  looking  for  a physician  interested  in  having 
scheduling  flexibility  to  ensure  the  maximum  use  of  your  spare  time 
for  those  important  "extra  curricular"  activities.  If  you  are  interested 
in  these  positions,  please  contact  Judith  M.  Iggens,  Professional  Re- 
lations, 3101  Broadway,  Suite  1000,  Kansas  City,  Missouri  64111,  800/ 
821-5147. 


MANKATO  CLINIC,  LTD.  — A progressive  group  practice  is  seeking 
BE/BC  physicians  in  the  following  specialties:  dermatology,  family 
practice,  gastroenterology,  invasive  cardiology,  oncology/hematology, 
pediatrics,  urology,  orthopedic  surgery,  pulmonology  and  general  in- 
ternal practice.  The  Mankato  Clinic  is  a 50-doctor  multispecialty  group 
practice  in  south  central  Minnesota  with  a trade  area  population  of 
+ 250,000.  Guaranteed  salary  first  year,  incentive  thereafter  with  full 
range  of  benefits  and  liberal  time  off.  For  more  information,  call  Roger 
Greenwald,  Executive  Vice  President  or  Dr.  B.C.  McGregor,  President 
at  507/625-1811  or  write  501  Holly  Lane,  Mankato,  Minnesota  56001. 


FAMILY  PRACTICE,  DEWITT,  IOWA  — (20  miles  north  of  Davenport, 
Iowa).  BC/BE  FP  needed  to  take  over  a practice  on  June  1,  1992.  Well 
established  practice.  Guaranteed  salary.  Jim  Ragland,  Administrator, 
DeWitt  Community  Hospital,  1118  11th  Street,  DeWitt,  Iowa  52742;  319/ 
659-3241. 


INTERNAL  MEDICINE  — Shenandoah,  Iowa,  well-balanced  practice 
opportunity  including  consultations  and  procedures,  good  on-call 
schedule  with  BC  internist.  Desirable,  family  oriented  community  with 
very  solid  economic  base.  Progressive  hospital  with  congenial  medical 
staff  and  subspecialty  clinic  program.  Contact  David  Drew,  Adminis- 
trator, Shenandoah  Memorial  Hospital,  300  Pershing,  Shenandoah,  Iowa 
51601  or  call  712/246-1230. 


FOR  SALE  — Waterloo  used  examination  tables,  chairs  and  filing  cab- 
inets for  charts.  Call  Martin  Sands,  M.D.,  1-800/245-6246. 


FAMILY  PRACTICE  — 1-year-old  group  of  5 residency  trained.  Board 
Certified  FPs  (3  recent  grads,  2 experienced)  seeks  a 6th  BC/BE  family 
physician.  A beautiful  11,500  sq.  ft.  building  (completed  8/1/91)  features 
in-office  x-ray,  full  lab  and  independent  pharmacy.  Opportunity  to 
practice  entire  spectrum  of  family  practice  (including  obstetrics)  with 
full  complement  of  subspecialty  support.  Large  population  base  seek- 
ing family  practice  services.  Local  400-bed  hospital  strongly  committed 
to  family  practice;  excellent  guarantee  plus  incentive.  Contact  Richard 
Koffend,  Burlington  Area  Family  Practice  Center,  1201  W.  Agency  Road, 
West  Burlington,  Iowa  52655,  319/754-4242. 


OSCEOLA  ON  THE  RIVER  ST.  CROIX  — Ladd  Memorial  Hospital 
and  Ramsey  Clinic-Osceola  are  seeking  out  a family  physician  to  join 
the  well-established  local  group.  Osceola,  Wisconsin  is  situated  on  the 
bluffs  of  one  of  mid-America's  most  beautiful  waterways,  the  river  St. 
Croix.  Osceola  is  located  40  minutes  northeast  of  the  Minneapolis/St. 
Paul  metropolitan  area.  This  practice  opportunity  truly  offers  the  perfect 
balance!  For  particulars,  forward  your  curriculum  vitae  or  contact:  Lor- 
iese  A.  Stoll,  Director  of  Professional  Services,  Ramsey  Clinic,  640 
Jackson  Street,  St.  Paul,  Minnesota  55101  or  call  collect  612/221-3067. 


IMPORTANT  OPPORTUNITIES  — Dermatology,  family  practice,  oc- 
cupational medicine,  obstetrics/gynecology.  BE/BC  for  expanding  36- 
physician  multispecialty  group.  Dynamic  area  hub  city  of  30,000  ranked 
7th  in  Midwest  in  desirability/quality  of  life.  Referral  area  250,000  in- 
cluding 6 important  satellites.  Superb  secondary  level  hospital  advan- 
tages. Equidistant  from  Minneapolis  and  Des  Moines  on  1-35.  Secure 
future  with  guaranteed  salary,  incentive  income,  outstanding  benefits. 
Information  wats  1-800/798-4321  or  write  to  Recruitment  Coordinator, 
Park  Clinic,  890  North  Eisenhower,  Mason  City,  Iowa  50401. 
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ROBERT  A.  HAYNE,  M.D. 
THOMAS  A.  CARLSTROM,  M.D. 
DAVID  ).  BOARINI,  M.D. 

1215  PLEASANT,  SUITE  608 
DES  MOINES  50309 
515/283-5760 

NEUROLOGICAL  SURGERY 


OPHTHALMOLOGY 


NORTH  IOWA  EYE  CLINIC,  P.C. 

ADDISON  W.  BROWN,  JR.,  M.D. 

MICHAEL  L.  LONG,  M.D. 

BRADLEY  L.  ISAAK,  M.D. 

RANDALL  S.  BRENTON,  M.D. 

JAMES  L.  DUMMETT,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 
GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 

WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D. 

RUSSELL  H.  WATT,  M.D. 

JOHN  M.  GRAETHER,  M.D. 

RUSSELL  R.  WIDNER,  M.D. 

GILBERT  W.  HARRIS,  M.D. 

JAMES  A.  DAVISON,  M.D. 

NORMAN  F.  WOODLIEF,  M.D. 

ERIC  W.  BLIGARD,  M.D. 

DAVID  D.  SAGGAU,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/754-6200 
SATELLITE  OFFICES: 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

300  SOUTH  KENYON  ROAD 
FORT  DODGE  50501 
515/576-7777 

516  SOUTH  DIVISION  STREET 
CEDAR  FALLS  50613 
319/277-0103 

OPHTHALMIC  ASSOCIATES,  P.C. 

ROBERT  D.  WHINERY,  M.D. 

STEPHEN  H.  WOLKEN,  M.D. 

ROBERT  B.  GOFFSTEIN,  M.D. 

LYSE  S.  STRNAD,  M.D. 

540  E.  JEFFERSON,  SUITE  201 
IOWA  CITY  52245 
319/338-3623 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D. 

JAMES  W.  WHITE,  M.D. 

CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 

IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D. 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

MARK  K.  ZLAB,  M.D. 

1215  PLEASANT,  SUITE  408 
DES  MOINES  50309 
515/283-5780 
1/800/248-4443 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 

PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

ROBERT  G.  SMITS,  M.D.,  P.C. 

1040  5TH  AVENUE 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 


PATHOLOGY 


LABORATORY  OF  CLINICAL  MEDICINE 
DAVID  W.  GAUGER,  M.D. 

ROBERT  L.  MAAS,  M.D. 

L.  JEFF  RISSMAN,  M.D. 

11380  AURORA  AVENUE 
DES  MOINES  50322 
515/276-8402 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


REHABILITATION  MEDICINE  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 
CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

YOUNKER  REHABILITATION 
CENTER 

IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 
515/283-6434 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 
HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL 
SERVICES  FOR  ADULTS,  ADOLESCENTS, 
CHILDREN  AND  INFANTS 


PULMONARY  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & CRITICAL 
CARE  ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 

DONALD  L.  BURROWS,  M.D. 

MICHAEL  WITTE,  D.O. 

PULMONARY  DISEASES 
1601  NW  114TH,  SUITE  347 
DES  MOINES  50325-7072 
24  HOUR  515/224-1777 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 

SINESIO  MISOL,  M.D. 

411  LAUREL,  SUITE  3300 
DES  MOINES  50314 
515/247-8400 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

SURGICAL  AFFILIATES,  P.C. 

JAMES  M.  CATERINE,  M.D.,  F.A.C.S. 

C.  DAVID  SMITH,  M.D. 

KATHLEEN  L.  SMITH,  M.D. 

KENDALL  REED,  D.O.,  F.A.C.O.S. 

STEVEN  A.  CAHALAN,  M.D. 

ONYEBUCHI  UKABIALA,  M.D.,  F.R.C.S. 
JOHN  STERN,  M.D. 

411  LAUREL,  SUITE  2100 
MERCY  MEDICAL  PLAZA  EAST 
DES  MOINES  50314 
515/247/3266 

GENERAL,  THORACIC,  VASCULAR, 
ONCOLOGIC  AND  PEDIATRIC  SURGERY 

WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/283-5767 

DISEASES  AND  SURGERY  OF  THE  COLON 
MM&ND  RECTUM 


October  1991  / 461 


In  the  Public  Interest 


The  Auxiliary  and  Public  Health 


There  is  a very  important  organization 
which  works  in  concert  with  the  Iowa 
Medical  Society  and  yet  has  its  own  identity. 
This  organization  can  always  be  counted  on 
to  shore  up  the  endeavors  of  physicians  in 
organized  medicine,  yet  pursues  separate  ac- 
tivities which  enhance  projects  in  which  the 
Society  is  involved.  Enthusiastic  support  of 
Iowa  physicians  and  the  health  and  welfare  of 
Iowans  are  the  main  items  on  their  agenda. 
The  organization  is  the  IMS  Auxiliary. 
“Most  of  the  Auxiliary's  time  and  effort 
goes  toward  the  public  health  and  making 
people  aware  of  their  health  choices,"  says 
Martha  Holzworth,  Auxiliary  president. 

Following  are  a few  Auxiliary  activities 
which  demonstrate  this  group's  concern  for 
the  public  good. 

• Vector  Quest  1:  Threats  to  the  health  of 
our  adolescents  are  a major  concern  of  IMS 
Auxiliary  members.  This  project,  done  in  con- 
junction with  the  Department  of  Public  Health, 
is  an  educational  search  for  solutions  to  life 
and  death  adolescent  health  issues.  VQ1  will 
be  used  to  promote  health  education  curricu- 
lum in  the  schools  this  fall. 

• HELPLINE:  The  Auxiliary  is  directly  in- 
volved in  assisting  impaired  physicians  having 
a problem  with  substance  abuse  or  mental  ill- 
ness. The  IMS  Auxiliary  established  and  co- 
ordinates HELPLINE  under  the  auspices  of  the 
IMS  Committee  on  Assistance  Program  for 
Troubled  Physicians.  Auxilians  who  have  ex- 
perienced these  problems  in  their  own  families 
can  be  reached  on  HELPLINE  through  the  use 
of  pseudonyms. 

• ICCSHE:  The  Auxiliary  is  represented 
on  the  Iowa  Coalition  for  Comprehensive 
School  Health  Education.  The  Coalition  co- 
sponsors an  annual  conference  which  is  a re- 
source for  educators  regarding  a number  of 


issues  affecting  the  well  being  and  develop- 
ment of  Iowa's  youth. 

• Mini-Internships:  Without  Auxiliary 
members  (and,  incidentally,  the  cooperation 
of  local  physicians!)  this  project  would  not  ex- 
ist. Through  this  program,  legislators  spend  a 
day  with  a physician,  doing  what  the  physi- 
cian would  do  during  any  normal  day.  Last 
year,  49  Iowa  legislators  participated.  The  Mini- 
Internships  promote  a spirit  of  cooperation  be- 
tween lawmakers  and  the  medical  commu- 
nity. 

• Combating  Substance  Abuse:  The 

Auxiliary  sponsored  production  of  a poster, 
signed  by  Iowa  college  athletes,  promoting  a 
"say  no  to  drugs"  message.  The  posters  were 
provided  to  every  Iowa  high  school  and  junior 
high.  Currently,  the  Auxiliary  is  promoting  a 
red  ribbon  campaign  for  Drug  Free  Week. 

• AMA-ERF:  The  IMS  Auxiliary  has  sin- 
gle-handedly raised  over  $10,000  for  the  Amer- 
ican Medical  Association's  Education/Re- 
search Fund.  Over  $2,000,000  has  been  raised 
through  the  national  auxiliary.  Money  raised 
in  Iowa  goes  to  the  University  of  Iowa  College 
of  Medicine  for  scholarships  and  other  proj- 
ects. 

In  the  past,  the  IMS  Auxiliary  has  been 
instrumental  in  the  Meals  on  Wheels  program 
and  in  organizing  health  fairs  which  have  be- 
come annual  events. 

"You  might  think  that  you're  just  one  per- 
son, that  you  can't  really  make  a difference," 
Mrs.  Holzworth  concludes.  "But  when  you're 
with  an  organization  like  the  IMS  Auxiliary, 
you  can." 

October  1991 
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President's  Privilege 


R.  Bruce  Trimble,  M.D. 

Health  Care  Reform 


CHANGES  IN  HEALTH  CARE  DELIVERY  Over 
the  past  20  years  have  generally  been 
bad  for  physicians.  We  have  seen  decreased 
reimbursement  from  Medicare  and  Medi- 
caid, interference  with  medical  decision- 
making, burgeoning  administrative  costs  and 
hassles,  a rise  in  uncompensated  care  as  the 
numbers  of  uninsured  rise  and  a general  de- 
cline in  autonomy  and  prestige. 

Given  this  history,  it  is  hard  not  to  view 
all  further  change  as  suspect  and  to  resist 
being  drawn  into  discussion  of  possible  re- 
form of  the  system.  There  is,  however, 
among  many  groups  a growing  consensus 
that  major  change  is.  needed.  On  reflection, 
most  of  us  probably  believe  it  would  be 
wiser  to  attempt  to  shape  this  change  rather 
than  just  react  to  it.  Efforts  to  bring  about 
comprensive,  planned  reform  may  result  in 
an  unpredictable  mix  of  gains  and  losses  for 
physicians.  But  the  alternative  — non- 
planned  further  evolution  of  the  present  sys- 
tem — will  certainly  result  in  worsening  of 
all  the  present  problems. 

Since  there  is  no  perfect  plan  on  the  ho- 
rizon, the  process  of  reform  will  be  political, 
involving  negotiation  and  compromise 
among  various  interests.  As  examples  of  the 
complexities  of  possible  trade-offs,  consider 
that,  in  the  face  of  governmental  budget 
woes,  the  access  problem  can  realistically 
only  be  solved  by  mandating  insurance  pur- 
chase by  employers  and  individuals.  This 
may  require  governmental  subsidies  for 
small  employers  and  low-income  individu- 
als. It  is  unlikely  that  industry,  government 
and  the  public  will  agree  to  this  scenario 
without  strong  efforts  to  cap  total  expendi- 
tures. For  physicians  to  accept  a cap,  the 
public  will  have  to  accept  a limit  on  benefits: 


an  aging  population  cannot  have  for  a fixed 
cost  all  the  care  rapidly  expanding  knowl- 
edge and  technology  can  provide.  But  if  lim- 
its are  placed  on  benefits,  physicians  must 
be  protected  by  tort  reform  against  liability 
for  the  consequences  of  these  limitations. 

Might  we  be  the  losers  in  such  negotia- 
tions? Of  course.  But  given  the  stakes,  who 
would  want  to  say  we  did  not  try  because 
we  feared  to  fail?  Actually,  physicians  take 
great  strength  into  the  process.  We  alone 
understand  health  care.  We  have  the  moral 
authority  of  speaking  for  the  patients'  inter- 
ests, as  opposed  to  payor  concerns.  Physi- 
cians potentially  have  much  to  gain  by  care- 
ful reform:  expanded  access  to  health  care, 
recapture  of  the  process  of  quality/appropri- 
ateness definition  and  review,  decreased  mi- 
cromanagement and  administrative  costs 
and  tort  reform.  We  should  also  expect  that 
any  change  should  preserve  or  increase  pa- 
tient and  physician  satisfaction  and  basically 
maintain  average  physician  income. 

The  discussion  has  begun.  The  AMA  is 
discussing  Health  Access  America  — as  a 
thoughtful  starting  point,  not  as  a non-nego- 
tiable  demand  — with  many  groups.  The 
IMS  Executive  Council  in  September  heard 
an  outline  of  the  preliminary  proposal  of  the 
Iowa  Leadership  Consortium  and  will  care- 
fully monitor  development  of  that  proposal. 

Stay  tuned. 


R.  Bruce  Trimble,  M.D. 

President 
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Distinguished  Iowa  Physiciai 


WALTER  LAWRENCE  BIERRING,  M.D 
Iowa's  Grand  Old  Man  of  Medicine 


— 


Honored  in  Photo  Display 


The  memory  of  Walter  Bierring,  M.D., 
Iowa's  "grand  old  man  of  medicine," 
has  been  given  renewed  life  at  the  Univer- 
sity of  Iowa  College  of  Medicine.  A new 
and  permanent  photo  display  near  the 
student  lounge  area  in  the  Med  Labs 
Building  honors  the  Iowa  physician  who 
studied  under  Louis  Pasteur  and  was 
AMA  president  from  1933-35. 

Walter  Bierring  was  born  in  Daven- 
port in  1868  and  spent  his  boyhood  there. 
An  injury  to  his  right  foot  in  a railroad  ac- 
cident brought  him  in  to  contact  with  doc- 
tors at  the  UI  College  of  Medicine  and  he 
entered  medical  school  there  in  1889.  This 
was  the  beginning  of  a long  and  illus- 
trious medical  career. 

Following  graduation.  Dr.  Bierring 
studied  at  the  Pasteur  Institute  in  Paris 
before  returning  to  Iowa  City  to  teach.  He 
was  elected  president  of  the  Iowa  State 
Medical  Society  in  1908,  held  a number  of 
national  offices  and  was  acquainted  with 
some  of  the  world's  most  respected  physi- 
cians. (The  photo  display  includes  a pic- 
ture of  Dr.  Bierring  and  the  distinguished 
English  physician  William  Osier.)  Dr.  Bier- 
ring died  in  1961  at  the  age  of  92,  the 
most  honored  and  well  known  of  Iowa's 
physicians. 

Dr.  Bierring  is  a man  worth  remem- 
bering. Consider  these  prophetic  words 
from  a 1957  speech  given  by  Dr.  Bierring 
at  Walter  Reed  Army  Hospital: 

"With  a due  appreciation  of  the  great 
heritage  of  service  and  opportunity  that 
we  now  enjoy,  we  pray  for  wisdom  broad 
and  deep  enough  to  guide  aright  the  des- 
tiny of  medicine  in  the  days  ahead." 


Note:  The  Walter  Bierring  display  was  developed  by  Richard 
Caplan,  M.D.  of  the  Ul  Office  of  Continuing  Medical  Education 
and  Carol  Bowman,  a graduate  student  in  medical  humanities. 
Displays  of  Bierring  materials  can  also  be  found  at  the  Iowa 
Medical  Society  and  the  Iowa  State  Historical  Museum  in  Des 
Moines. 
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New  Nuclear  Imaging  Studies 
Available  for  Clinical  Use 


JAMES  PONTO,  M.S.,  R.Ph. 
Iowa  City,  Iowa 


Several  new  diagnostic  drugs  for  use 
in  nuclear  medicine  have  become 
commercially  available  in  the  past 
year.  Recently  revised  Nuclear  Regu- 
latory Commission  regulations  per- 
taining to  nuclear  imaging  studies  are 
being  adopted  by  the  Iowa  Depart- 
ment of  Public  Health.  The  author  re- 
views clinical  uses  of  the  new  drugs, 
and  changes  in  regulations  that  allow 
broader  use  of  existing  radiopharma- 
ceuticals. 


During  1990,  the  U.S.  Food  and  Drug 
Administration  (FDA)  approved  23 
new  prescription  drugs,  4 of  which  are  diag- 
nostic drugs  for  use  in  nuclear  medicine. 
These  new  radiopharmaceuticals  continue  to 
bolster  nuclear  medicine's  strength,  i.e., 
functional  imaging.  In  contrast  to  traditional 
Tc-99m  radiopharmaceuticals,  however, 
these  new  agents  require  more  involved 
preparation  and  quality  control  testing.  Fur- 
thermore, depending  on  patient  volume,  ac- 


Mr.  Ponto  is  chief  nuclear  pharmacist,  University  of  Iowa  Hospi- 
tals and  Clinics,  and  Clinical  Associate  Professor,  University  of  Iowa 
College  of  Pharmacy.  This  work  was  presented  at  the  Iowa  Radiologi- 
cal Society  Annual  Meeting  in  April. 


quisition  cost  may  be  well  in  excess  of  $100 
per  patient  dose. 

Drugs  and  Their  Uses 

TechneScan  MAGS ® (Mallinckrodt),  also 
known  as  mercaptoacetyl-glycyl-glycyl-gly- 
cine,  is  indicated  for  renal  imaging  and  as  an 
aid  in  assessing  renal  function.  Following  in- 
travenous injection,  the  tracer  is  rapidly 
cleared  from  the  blood  and  excreted  by  the 
kidneys  predominately  via  active  tubular  se- 
cretion and,  to  a small  extent,  glomerular  fil- 
tration. Renal  uptake  and  excretion,  and 
renal  time-activity  (renogram)  curves,  quan- 
titatively agree  with  those  of  1-131  iodohip- 
purate.  Because  it  provides  better  image 
quality  while  delivering  a smaller  radiation 
dose  to  the  patient,  Tc-99m  MAG3  will  likely 
replace  1-131  iodohippurate  in  most  settings. 

Tc-99m  MAG3  is  useful  for  assessing 
renal  tubular  function,  including  differential 
or  split  function,  of  native  kidneys  and 
transplanted  kidneys.1  It  is  also  useful  in 
conjunction  with  angiotensin-converting  en- 
zyme inhibitors  (e.g.,  captopril)  for  detecting 
renal  artery  stenosis  in  hypertensive  patients 
with  suspected  renovascular  cause.2 

Tc-99m  Teboroxime  (Cardiotec® — Squibb), 
also  referred  to  as  a BATO  complex  (boronic 
acid  adduct  of  technetium  oxime),  is  indi- 
cated for  myocardial  perfusion  imaging.  Fol- 
lowing intravenous  injection,  it  is  rapidly 
cleared  from  the  blood  with  peak  myocardial 
activity  seen  within  2 minutes.  Unlike  Tl-201 
chloride,  Tc-99m  teboroxime  is  a neutral,  li- 
pophilic compound  that  readily  diffuses 
across  cell  membranes.  Once  in  the  myocar- 
dium, it  washes  out  with  the  major  compo- 
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nent,  having  a halftime  of  approximately  6 
minutes.  No  significant  “redistribution"  oc- 
curs. Hence,  rest  and  stress  studies  require 
separate  injections  of  the  tracer  but  can  be 
performed  within  an  interval  as  short  as  one 
hour.  Compared  with  Tl-201,  advantages  of 
Tc-99m  teboroxime  include  those  associated 
with  Tc-99m  as  a radionuclide  and  the  ability 
to  perform  a complete  rest/stress  imaging 
study  in  under  2 hours. 

Employed  with  rest  and  stress  tech- 
niques, Tc-99m  teboroxime  is  useful  for  de- 
tecting coronary  artery  disease.3  It  is  also 
useful  for  determining  right  and/or  left  ven- 
tricular ejection  fraction  by  first  pass  radio- 
nuclide angiocardiography.3 

Tc-99m  Sestamibi  (Cardiolite® — Dupont), 
also  known  as  RP-30,  RP-30A  and  methoxy- 
isobutyl-isonitrile  (MIBI),  is  indicated  for  my- 
ocardial perfusion  imaging.  Following  intra- 
venous injection,  it  is  rapidly  cleared  from 
the  blood  with  peak  myocardial  uptake  oc- 


'Although  not  completely  under- 
stood, dipyridamole  is  believed 
to  act  indirectly  by  blocking 
reuptake  of  adenosine.' 


curring  within  5 minutes.  In  spite  of  its  + 1 
charge  (like  Tl  + 1),  it  is  not  localized  by  the 
Na+/K+  pump  but  instead  enters  the  heart 
by  lipophilic  diffusion.  Once  in  the  myocar- 
dium, it  exhibits  prolonged  retention  with  a 
washout  halftime  of  > 6 hours  and  negligi- 
ble “redistribution."  Rest  and  stress  studies 
thus  require  separate  injections,  but  “fixed" 
tracer  distribution  allows  flexibility  in  sched- 
uling imaging  sessions.  Compared  with  Tl- 
201,  advantages  of  Tc-99m  sestamibi  include 
those  associated  with  Tc-99m  as  a radio- 
nuclide and  the  ability  to  obtain  additional 
information  such  as  first  pass  ventricular 
ejection  fractions  and  EKG-gated  imaging  for 
cinematic  analysis  of  wall  motion. 

Tc-99m  sestamibi  is  useful  for  evaluating 
myocardial  infarction,  including  the  effec- 
tiveness of  thrombolytic  therapy.45  Em- 
ployed with  rest  and  stress  techniques,  it  is 
also  useful  for  detecting  coronary  artery  dis- 
ease.6 It  is  useful  for  determining  right  and/ 
or  left  ventricular  ejection  fraction  by  first 


pass  radionuclide  angiocardiography  and  for 
assessing  regional  wall  motion  from  cine  dis- 
play of  EKG-synchronized  perfusion  im- 
ages.7 

Unlike  virtually  all  other  drugs,  the  user 
does  not  actually  purchase  the  drug  but 
pays  a licensing  fee  (bailment)  for  the  use  of 
the  manufacturer-owned  drug.  This  type  of 
unconventional  license  agreement  allows 
greater  manufacturer  control  of  the  drug 
while  providing  avenues  for  legal  recourse 
and  abrogation  of  liability  in  certain  cases  of 
the  drug's  misuse. 

Dipyridamole  Injection  (IV  Persantine®)  is 
indicated  as  an  alternative  to  exercise  in  my- 
ocardial perfusion  imaging  for  the  evaluation 
of  coronary  artery  disease.8  Following  intra- 
venous infusion  (0.142  mg/kg/min  x 4 min- 
utes), dipyridamole  causes  coronary  vasodi- 
lation of  healthy  arteriolar  networks  but  has 
little  or  no  effect  on  diseased  vessels.  The 
vasodilation  of  healthy  vessels  may  even  re- 
sult in  a "steal"  of  blood  flow  away  from 
stenosed  coronary  vessels.  If  serious  adverse 
reactions  (e.g.,  severe  chest  pain  or  bron- 
chospasm)  should  occur,  prompt  reversal  of 
dipyridamole  effects  can  be  rapidly  achieved 
with  the  intravenous  injection  of  aminophyl- 
line.  Since  other  methylxanthine  compounds 
can  also  block  the  effects  of  dipyridamole, 
patients  must  avoid  the  ingestion  of  food, 
drink,  or  drugs  containing  theobromine 
(chocolate),  caffeine  or  theophylline  prior  to 
the  procedure. 

Although  not  completely  understood, 
dipyridamole  is  believed  to  act  indirectly  by 
blocking  reuptake  of  adenosine,  a potent  va- 
sodilating agent.  Hence,  some  physicians  are 
using  adenosine  infusion  to  directly  produce 
coronary  vasodilation  for  stress  myocardial 
perfusion  studies.9  Although  adenosine  in- 
jection is  not  yet  approved  for  this  purpose, 
it  is  commercially  available  for  the  treatment 
of  supraventricular  tachycardia  as  Adeno- 
card®  — Fujisawa. 

Regulations  and  Radioactive  Drugs 

The  Nuclear  Regulatory  Commission 
(NRC)  recently  enacted  a major  revision  of 
10  CFR  Part  35  — Medical  Use  of  Byproduct 
Material.10  Users  in  many  agreement  states 
including  Iowa,  however,  have  continued  to 
operate  under  older  radioactive  materials  li- 
(Continued  next  page ) 
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cense  conditions  until  state  regulations  are 
revised.  Since  the  Iowa  Department  of  Pub- 
lic Health  (IDPH)  is  in  the  process  of  revis- 
ing the  radioactive  materials  regulations,  a 
brief  review  of  selected  changes  seems  to  be 
in  order.  (A  more  detailed  description  of 
these  regulations  is  available  from  the  au- 
thor.) 

Several  areas  of  regulatory  revision 
serve  merely  to  codify  requirements  that 
were  previously  incorporated  in  nearly  all 
radioactive  materials  licenses  as  conditions. 


'During  1990 , the  FDA  ap- 
proved 23  new  prescription 
drugs , 4 of  which  are  diagnostic 
drugs  for  use  in  nuclear  medi- 
cine.' 


Pertinent  examples  of  such  requirements  in- 
clude: reporting  of  misadministrations;  qual- 
ity control  of  dose  calibrators;  measurement 
and  labeling  of  radiopharmaceutical  dosages; 
storage  and  disposal  of  radioactive  waste; 
and  determination  of  Mo-99  contamination 
in  Tc-99m  radiopharmaceuticals. 

The  change  affecting  the  most  physi- 
cians may  be  the  withdrawal  of  the  require- 
ment that  radiopharmaceutical  use  must  fol- 
low the  package  insert.  With  rescission  of 
this  restriction,  physicians  may  now  use  ap- 
proved radiopharmaceuticals  for  clinically  ac- 
cepted, albeit  non-approved,  uses.  A few  ex- 
amples of  non-approved  uses  of  approved 
radiopharamecuticals  include:  Tc-99m  sulfur 
colloid  for  evaluation  of  gastric  emptying, 
vesico-ureteral  reflux  and  lacrimal  drainage; 
Tc-99m  DTPA  for  evaluation  of  ventricular- 
peritoneal  shunt  patency;  and  In-111  labeled 
platelets  for  evaluation  of  deep  vein  throm- 
bophlebitis.12'16 

Although  physicians  may  now  exercise 
their  professional  judgement  in  the  clinical 
use  of  radiopharmaceticals  (vide  supra),  the 
preparation  of  these  radiopharmaceuticals 
has,  until  recently,  been  restricted  to  follow- 
ing package  insert  instructions.  In  response 
to  a petition  filed  by  the  American  College 
of  Nuclear  Physicians  and  the  Society  of  Nu- 
clear Medicine,  the  Nuclear  Regulatory  Com- 


mission issued  an  interim  rule  effective 
through  August  23,  1993  which  allows  de- 
parture from  the  package  insert  instructions 
for  preparation  of  FDA-approved  kits.11  A 
prime  example  of  a desired  departure  of  this 
sort  is  the  preparation  of  Tc-99m  MAA  with 
a reduced  number  of  macroaggregated  albu- 
min particles  per  dosage  so  perfusion  lung 
scans  may  be  more  safely  performed  in  pa- 
tients with  pulmonary  hypertension  or  right- 
to-left  shunts.  These  departures,  however, 
require  creation  and  maintenance  of  certain 
records  as  specified  in  the  final  rule. 

Conclusion 

A variety  of  new  nuclear  medicine 
drugs  along  with  less  stringent  restrictions 
on  radiopharmaceutical  preparation  and  use 
now  provide  physicians  with  many  new  op- 
portunities to  noninvasively  diagnoses  dis- 
ease and  monitor  treatment. 

References 

References  are  available  from  either  the 
author  or  the  editors  of  iowa  medicine. 


THE  PENSION  ALTERNATIVE 

Pension  plans  force  firms  to  comply  with  requirements  of  the 


Internal  Revenue  Code. 

Traditional  plans  are  becoming  increasingly  expensive  to 
maintain  - many  are  being  terminated  and  alternatives  are 
being  sought  by  owners. 

Can  these  problems  be  solved  and  yet  favor  the  principals  of 
your  P.C.? 

■ IRS  Approval  Needed? 

NO! 

■ ERISA  Filings? 

NO! 

■ Discrimination  Rules? 

NO! 

■ Current  Plans  Affected? 

NO! 

■ Contribution  Limits? 

NO! 

■ Income  Limits? 

NO! 

■ Tax  Deductible  to  the  P.C.? 

YES! 

■ Accumulation  Tax  Deferred? 

YES! 

■ Simple  to  Implement? 

YES! 

Interested  in  learning  more  about  this  concept? 

Contact:  Graham  P.  Smith,  CFP 

Matrix  Management  Services,  Inc. 

4685  Merle  Hay  Rd.,  Suite  103 

Des  Moines,  IA  50322 

(51 5)  276-8006  (800)  288-9854 
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Questions  and  Answers 


Jon  Gates,  M.D. 


Coping  with  Rapid  Advancements 


The  explosion  of  technology  has  hit  ra- 
diology with  more  force  than  any  other 
specialty,  says  the  author  of  this  month's 
special  expanded  feature.  The  imme- 
diate past  president  of  the  Iowa  Radi- 
ological Society  — a Burlington  Ra- 
diologist — discusses  the  current 
developments  in  his  specialty  and  the 
goals  of  the  specialty  society. 


What  is  the  current  picture  with  regard  to  sup- 
ply of  radiologists? 

There  is  an  apparent  nationwide  shortage 
of  radiologists  with  some  exceptions  in  the 
coastal  areas.  The  situation  has  been  aggra- 
vated by  several  factors.  There  has  been  steady 
increase  in  the  number  of  radiographic  pro- 
cedures performed  and  many  of  these  proce- 
dures are  much  more  labor-intensive.  A few 
years  ago  the  radiology  residency  requirement 
increased  from  3 to  4 years,  so  there  was  a 
year  during  which  virtually  no  radiologists  en- 
tered the  marketplace. 

In  addition,  more  and  more  residents  have 
seen  fit  to  continue  their  education  beyond  the 
general  radiology  residency  program  with  a 
fellowship  in  a focused  area  such  as  interven- 
tional radiology,  CT-MR,  etc.  There  is  only  one 
radiology  training  program  in  Iowa. 

Unfortunately,  a relative  value  survey  un- 
dertaken by  the  American  College  a few  years 
ago  demonstrated  that  reimbursement  rates  for 
Iowa  radiologists  are  the  lowest  in  the  country. 


This  makes  recruitment  even  more  difficult, 
particularly  in  light  of  recent  actions  by  HCFA 
in  regard  to  Medicare  reimbursement. 

Many  radiologists  have  opted  for  early  re- 
tirement as  a result  of  increasing  social  and 
political  pressures  on  physicians  in  all  spe- 
cialties. This  has  further  aggravated  the  short- 
age of  radiologists  throughout  the  country. 

What  recent  technological  and  scientific  ad- 
vances have  affected  your  specialty? 

The  explosion  of  technical  advancement 
in  medicine  has  probably  been  more  widely 
exemplified  in  radiology  than  any  other  spe- 
cialty. These  developments  were  largely  en- 
hanced by  the  introduction  of  computers  into 
the  production  of  radiology  equipment  as  well 
as  for  use  in  managing  a central  office  and 
producing  reports.  These  advancements  be- 
gan in  earnest  in  the  early  1970s  with  the  de- 
velopment of  diagnostic  ultrasound  and  CT, 
nuclear  medicine,  SPECT  scanning  and  MRI. 

There  have  also  been  significant  improve- 
ments in  radiographic  and  fluoroscopic  im- 
aging equipment  and  television  imaging  chain. 
New  features  have  been  developed  such  as 
digital  subtraction  imaging  for  arteriography 
and  video  fluoroscopic  imaging  used  to  assess 
the  swallowing  mechanism.  There  has  been 
considerable  improvement  in  the  basic  tools  of 
radiographic  film  and  processing  materials  and 
equipment  as  well. 

While  the  new  modalities  such  as  CT  and 
ultrasound  have  received  much  attention,  the 

(Continued  next  page) 
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information  obtained  from  the  ordinary  ex- 
aminations such  as  the  chest  x-ray  and  bone 
and  joint  radiology  has  also  improved  im- 
mensely with  these  developments.  However, 
a great  deal  of  effort,  time  and  money  is  re- 
quired to  keep  up  with  and  develop  these  skills. 

What  socioeconomic  developments  have  influ- 
enced the  practice  of  radiology? 

The  same  socioeconomic  factors  that  af- 
fect all  of  medicine  affect  radiology  — espe- 
cially in  the  area  of  turf  battles.  However,  I 
think  expectations  have  had  the  greatest  so- 
cioeconomic influence  on  radiology  over  the 
last  few  years  — expectations  on  the  part  of 


'New  features  have  been  devel- 
oped such  as  digital  subtraction 
imaging  for  arteriography  and 
video  fluoroscopic  imaging  used 
to  assess  the  swallowing  mech- 
anism.' 


patients,  consulting  physicians  and  third  party 
payors.  Some  expect  immediate  answers,  while 
others  expect  the  cost  of  health  care  to  be  con- 
trolled. This  has  resulted  in  a whole  new  set 
of  pressures  and  demands  on  the  practice  of 
radiology.  Medical  problems  used  to  be  worked 
through  one  step  at  a time  with  frequent  in- 
terchange between  the  referring  physician  and 
radiologist.  Now,  the  approach  is  to  do  a whole 
battery  of  examinations  so  that  decisions  can 
be  made  about  the  hospital  admissions  or  other 
forms  of  patient  management.  While  some  of 
these  developments  such  as  the  23-hour  ad- 
mission were  designed  to  control  health  care 
costs,  they  seem  to  have  had  the  opposite  ef- 
fect. The  end  result  is  physicians  are  blamed 
for  the  cost  of  health  care,  costs  over  which 
they  have  no  control. 

What  are  the  concerns  and  goals  of  the  Iowa 
Radiological  Society? 

The  Iowa  Radiological  Society  has  largely 
served  as  a liaison  between  Iowa's  practicing 
radiologists  and  the  American  College  of  Ra- 
diology, which  assists  with  practice  manage- 
ment functions  and  problems  for  the  practic- 
ing radiologist,  and  acts  as  our  voice  in  the 


socioeconomic  and  political  arena.  Obviously, 
these  functions  have  become  much  more  vital 
in  recent  years. 

The  goal  of  the  state  chapter,  in  the  last 
few  years,  has  been  to  become  more  active  in 
this  liaison  function,  making  it  easier  for  mem- 
bers to  make  their  concerns  and  interests 
known,  and  in  turn  to  communicate  the  re- 
sponses and  concerns  of  the  American  Col- 
lege. This  has  been  accomplished  through  a 
more  active  executive  committee  role  as  well 
as  development  of  a statewide  newsletter  for 
more  effective  communication. 

It  is  hoped  these  efforts  will  help  insure 
that  the  needs  of  Iowans  are  better  met  and 
that  radiologists  can  more  efficiently  deliver 
the  services  to  the  referring  physicians  and 
patients.  The  goal  is  to  enhance  the  practice 
of  radiology  in  Iowa  to  correct  the  current 
shortage  and  prevent  further  erosion  of  the 
supply  of  radiographic  services. 
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When  Your  Patient  Can't 
Take  the  Stress 


JOHN  FLOYD,  M.D. 


How  should  you  evaluate  a patient  who 
can't  perform  a treadmill  test ? This  au- 
thor says  there  are  2 drugs  which  sim- 
ulate cardiovascular  stress  and  allow 
necessary  tests  to  be  carried  out. 


Routine  myocardial  perfusion  imaging 
began  in  the  mid  1970s  with  Thallium- 
201.  Introduction  of  SPECT  (Single  Photon 
Emission  Computed  Tomography),  PET  (Posi- 
tron Emission  Tomography)  and  new  radi- 
opharmaceuticals have  been  associated  with 
increasing  clinical  use  of  myocardial  imaging 
for  detection  of  coronary  artery  disease,  risk 
stratification,  prognostication  and  evaluation 
of  patients  for  restenosis/occlusion  following 
angioplasty  or  surgery. 

Myocardial  perfusion  imaging  involves  the 
mapping  of  regional  tracer  distribution  in  the 
myocardium  for  2 conditions:  with  tracer  in- 
jected during  maximum  exercise  and  with 
tracer  injected  at  rest.  Comparison  of  these 
rest  and  stress  images  usually  allows  differ- 
entiation of  stress-induced  ischemia  from  my- 

The  author  is  director  of  nuclear  medical  services  at  St.  Luke's  Hos- 
pital and  Mercy  Medical  Center,  Cedar  Rapids. 


ocardial  necrosis  and  scarring.  For  several  years 
the  need  to  evaluate  patients  who  are  unable 
to  perform  standard  treadmill  exercise  has  been 
recognized.  Two  drugs  are  now  in  use  which 
provide  a pharmacologic  'stress'  that  can  be 
combined  with  radionuclide  studies  to  provide 
information  on  regional  myocardial  blood  flow 
which  is  very  similar  to  that  obtained  when 
utilizing  treadmill  exercise. 

Physiologic  Basis  for 
Pharmacologic  Stress 

Adenosine  is  an  endogenous  purine  nu- 
cleoside with  diverse  physiological  actions. 
Adenosine  has  been  shown  to  cause  coronary 
and  peripheral  vasodilation,  altered  cardiac 
function  and  conductivity  and  inhibitation  of 
platelet  aggregation.1  The  in  vivo  half-life  of 
adenosine  is  less  than  10  seconds.  Dipyrida- 
mole given  orally  or  intravenously  will  elevate 
plasma  adenosine  levels,  presumably  by  pre- 
venting the  cellular  uptake  of  adenosine 
throughout  the  body,  thereby  potentiating  its 
cardiac  effects.2  Adenosine  itself  can  be  in- 
fused intravenously  to  achieve  those  same  ef- 
fects in  a somewhat  more  predictable  fashion. 
Also,  the  extremely  short  half-life  of  adenosine 
allows  for  interruption  of  the  physiologic  ef- 
fects very  rapidly  by  interrupting  the  infusion. 

When  either  of  these  agents  is  adminis- 
tered, blood  flow  to  myocardium  supplied  by 
normal  coronary  arteries  increases  2. 5-5.0  in 
endocardial  and  epicardial  layers,  reflecting 
normal  coronary  reserve.  However,  when 
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Figure  1 . Effects  of  adenosine  on  coronary  flow  in  normal 
and  diseased  coronary  arteries. 


these  agents  are  administered  in  the  setting  of 
a critical  coronary  artery  stenosis,  blood  flow 
through  the  diseased  artery  will  not  change 
appreciably.  At  the  cellular  level,  flow  may 
increase  slightly  in  the  sub-epicardium  but  may 
actually  fall  in  the  sub-endocardium  distal  to 
the  coronary  narrowing.3  4 

Under  basal  conditions,  there  is  usually 
uniform  blood  flow  through  the  myocardium, 
even  in  the  presence  of  significant  coronary 
narrowing.  Imaging  of  the  heart  after  tracer 
injection  to  the  resting  subject  will  reflect  this 
uniform  blood  flow.  However,  when  tracer  is 
injected  during  pharmacologic  vasodilation  of 
normal  coronary  vessels,  the  myocardium  dis- 
tal to  a significant  coronary  stenosis  will  reflect 
lower  levels  of  blood  flow  relative  to  areas  sup- 
plied by  more  normal  coronary  arteries  (Figure 
1). 

Clinical  Imaging  Protocol 

The  perfusion  stress  test  using  dipyrida- 
mole employs  a dose  of  0.56  mg/kg  adminis- 
tered as  an  infusion  (0.14  mg/min  for  4 min- 
utes). Since  the  onset  and  magnitude  of  the 
vasodilatory  effect  are  somewhat  less  predict- 
able with  dipyridamole,  and  physiologic  ef- 
fects may  be  seen  for  up  to  an  hour  after  di- 
pyridamole infusion,  we  have  utilized  direct 
adenosine  infusion  in  Cedar  Rapids. 

Adenosine  is  infused  at  a constant  rate  of 
140  ug/kg/min  for  6 minutes.  Three  minutes 
after  initiation  of  the  infusion,  tracer  is  injected 
and  the  infusion  continued  for  3 more  min- 
utes. During  this  time  the  radiopharmaceutical 
is  extracted  from  the  blood  by  the  heart  and 
other  organs. 

Tomographic  imaging  of  the  heart  is  then 
accomplished.  Additional  tracer  is  injected 
separately  at  rest  and  additional  images  ob- 
tained (Figure  2).  Mild  side  effects,  including 


Figure  2.  Tomographic  images  of  myocardial  perfusion. 
Those  on  left  are  obtained  with  adenosine  infusion,  those 
on  right  at  rest.  Top  images  are  horizontal  long  axis,  middle 
images  are  vertical  long  axis,  and  lower  images  are  short 
axis  through  the  left  ventricle.  The  antero-apical  wall  of 
the  left  ventricle  has  much  less  tracer  accumulation  after 
adenosine  infusion  than  at  rest,  indicating  a flow  limiting 
coronary  lesion  in  the  distal  branches  of  the  LAD. 

transient  A-V  block,  are  common  with  aden- 
osine. 

In  a formal  review  of  the  first  350  studies 
carried  out  with  adenosine  in  Cedar  Rapids, 
the  technique  proved  to  be  very  safe;  348  of 
350  patients  successfully  completed  the  ex- 
amination without  interruption. 

There  were  no  deaths  and  no  myocardial 
infarctions  associated  with  adenosine  admin- 
istration in  these  350  patients.  Our  experience 
now  includes  well  over  1,000  patients,  with  a 
similar  safety  experience. 

Radiopharmaceutical  Selection 

Thallium-201  has  been  the  mainstay  of 
myocardial  imaging  for  15  years.  However,  it 
is  not  an  ideal  agent  for  imaging  myocardial 
perfusion  because  of  its  physical  decay  char- 
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acteristics  and  the  relatively  rapid  rate  of  clear- 
ance from  the  myocardium.  The  FDA  has  re- 
cently approved  2 radiopharmaceuticals  for 
evaluation  of  regional  myocardial  perfusion 
which  are  both  labeled  with  Tc-99m,  a radio- 
nuclide with  much  more  favorable  decay  char- 
acteristics. These  agents  are  not  equivalent 
substitutes  for  Tl-201  and  they  require  altera- 
tions in  test  methodology.  Initial  reports  sug- 
gest at  least  diagnostic  equivalency  to  Tl-201 
and  perhaps  some  advantages. 

Applications  of  Adenosine 
Myocardial  Perfusion  Imaging 

Eleven  published  studies  have  reviewed 
the  sensitivity  and  specificity  of  pharmacologic 
stress  scintigraphy  for  coronary  artery  disease 
in  a total  of  735  patients.  The  composite  sen- 
sitivity of  85%  and  specificity  of  91%  were  not 
significantly  different  from  the  sensitivity  of 
93%  and  specificity  of  87%  we  have  observed 
in  Cedar  Rapids.3  As  with  perfusion  imaging 
combined  with  treadmill  exercise,  adenosine 
scintigraphy  can  be  employed  to  differentiate 
between  ischemia  and  scar  to  determine  the 
presence  of  residual  myocardial  viability  in  pa- 
tients demonstrating  regional  wall  motion  ab- 
normalities.5 

Adenosine  perfusion  imaging  has  also 
been  used  to  distinguish  between  ischemic  and 
nonischemic  cardiomypathy. 

Adenosine  scintigraphy  provides  useful 
prognostic  information  in  patients  with  recent 
myocardial  infarction  or  chronic  coronary  ar- 
tery disease.  Studies  have  demonstrated  that 
post  infarction  patients  can  safely  undergo 
adenosine  scintigraphy  for  risk  stratification. 
Adenosine-induced  reversible  perfusion  de- 
fects have  a high  correlation  with  the  high  in- 
cidence of  subsequent  cardiac  events,  while 
the  lack  of  such  reversible  defects  is  associated 
with  extremely  low  in-hospital  cardiac  events 
and  much  lower  post-discharge  cardiac  events. 

A study  by  Handel,  et  al  of  516  consecu- 
tive patients  indicated  that  an  abnormal  my- 
ocardial perfusion  scan  after  dipyrimadole  was 
an  independent  and  significant  predictor  of 
subsequent  infarction  or  death  since  it  was  as- 
sociated with  a 3-fold  increase  in  relative  risk 
of  any  cardiac  event.  The  presence  of  a re- 
versible defect  further  increased  the  risk.6 

Boucher  et  al  first  reported  the  clinical  util- 
ity of  pharmacologic  stress  imaging  for  pre- 
operative risk  stratification  in  patients 


undergoing  vascular  surgery.  In  patients  with 
a prior  history  of  angina  or  myocardial  infarc- 
tion, the  presence  of  Thallium  201  redistribu- 
tion on  preoperative  dipyridamole  scintigrams 
was  superior  to  any  other  clinical  indicator  for 
predicting  perioperative  cardiac  death,  my- 
ocardial infarction,  unstable  angina  or  pul- 
monary edema.  No  cardiac  events  were  ob- 
served in  32  patients  whose  perfusion  scans 
were  either  normal  or  showed  only  persistent 
defects.7 

Eagle  and  his  co-workers  suggested  se- 
lective application  of  myocardial  scintigraphy 
in  these  patients.  In  the  absence  of  a combi- 
nation of  prior  infarction,  congestive  heart  fail- 
ure, angina  pectoris,  diabetes  mellitus  and  q- 
waves  on  the  resting  electrocardiogram,  there 
is  a low  likelihood  of  a perioperative  cardiac 
event.  Scintigraphy  was  not  of  additional  value 
for  risk  stratification.  In  contrast,  among  pa- 
tients with  one  or  more  of  these  clinical  vari- 
ables, 50%  were  shown  to  have  a reversible 
defect  on  the  preoperative  scan.  Nearly  one 
half  of  these  patients  experienced  a postop- 
erative ischemic  event,  compared  with  no 
postoperative  events  in  patients  without  tracer 
redistribution.38 

Pharmacologic  stress  scintigraphy  has 
been  used  to  identify  patients  prone  to  de- 
velop recurrent  angina  due  to  restenosis  fol- 
lowing coronary  angioplasty  or  coronary  by- 
pass surgery.  In  one  study,  71%  of  patients 
demonstrated  a redistributed  defect  after  an- 
gioplasty, compared  to  only  11%  of  patients 
who  did  not  develop  recurrent  angina  or  re- 
stenosis. These  findings  are  comparable  to  ob- 
servations with  treadmill  exercise  scintigra- 
phy.3'9 

Who  Should  have  Dipyridamole  or 
Adenosine  Scintigraphy? 

Sensitivity  and  specificity  for  detecting 
coronary  artery  disease  and  the  ability  to  pro- 
vide risk  stratification  is  similar  for  pharma- 
cologic and  treadmill  scintigraphy.  Therefore 
the  pharmacologic  'stress  test'  using  dipyr- 
idamole or  adenosine  should  be  strongly  con- 
sidered for  patients  unable  to  perform  an  ad- 
equate exercise  test.  This  would  include  such 
non-cardiac  abnormalities  as  peripheral  vas- 
cular disease  with  claudication,  arthritis,  dis- 
abling cerebral  vascular  disease,  a variety  of 
orthopedic  problems,  and  amputations. 

(Continued  page  485) 
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For  excellent  response  in  the  treatment  of 
duodenal  ulcers... 

® 

nizatidine 

has  the  right  answers 

■ Rapid  epigastric  pain  relief'2* 

■ Fast  and  effective  ulcer  healing234 


m 

PASSES  THE  ACID  TEST 


'Most  patients  experience  pain  relief  with  the  first  dose. 
See  adjacent  page  for  references  and  brief  summary 
of  prescribing  information. 
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AXID®  (nizatidine  capsules) 

Brief  Summary.  Consult  the  package  insert  for  complete  prescribing  information. 
Indications  and  Usage:  1 . Active  duodenal  ulcer-tot  up  to  8 weeks  of  treatment.  Most 
patients  heal  within  4 weeks. 

2.  Maintenance  therapy -tot  healed  duodenal  ulcer  patients  at  a reduced  dosage 
of  150  mg  h.s.  The  consequences  of  therapy  with  Axid  for  longer  than  1 year 
are  not  known. 

Contraindications:  Known  hypersensitivity  to  the  drug.  Because  cross  sensitivity  in 
this  class  of  compounds  has  been  observed,  H2-receptor  antagonists,  including  Axid, 
should  not  be  administered  to  patients  with  a history  of  hypersensitivity  to  other 
H2-receptor  antagonists. 

Precautions:  General- 1.  Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe  renal  insufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic  dysfunction, 
the  disposition  of  nizatidine  is  similar  to  that  in  normal  subjects. 

Laboratory  Tests -False-positive  tests  for  urobilinogen  with  Multistix*  may  occur 
during  therapy. 

Drug  Interactions -Uo  interactions  have  been  observed  with  theophylline, 
chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfarin.  Axid  does  not  inhibit 
the  cytochrome  P-450  enzyme  system;  therefore,  drug  interactions  mediated  by 
inhibition  of  hepatic  metabolism  are  not  expected  to  occur.  In  patients  given  very 
high  doses  (3,900  mg)  of  aspirin  daily,  increased  serum  salicylate  levels  were  seen 
when  nizatidine,  150  mg  b.i.d.,  was  administered  concurrently. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility- A 2-year  oral  carcinogenicity 
study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  times  the  recommended 
daily  therapeutic  dose)  showed  no  evidence  of  a carcinogenic  effect.  There  was  a 
dose-related  increase  in  the  density  of  enterochromaffin-like  (ECL)  cells  in  the  gastric 
oxyntic  mucosa.  In  a 2-year  study  in  mice,  there  was  no  evidence  of  a carcinogenic 
effect  in  male  mice,  although  hyperplastic  nodules  of  the  liver  were  increased  in  the 
high-dose  males  as  compared  with  placebo.  Female  mice  given  the  high  dose  of  Axid 
(2,000  mg/kg/day,  about  330  times  the  human  dose)  showed  marginally  statistically 
significant  increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of  hepatic  carcinoma 
in  the  high-dose  animals  was  within  the  historical  control  limits  seen  for  the  strain 
of  mice  used.  The  female  mice  were  given  a dose  larger  than  the  maximum  tolerated 
dose,  as  indicated  by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevations).  The  occurrence  of 
a marginal  finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat 
hepatotoxic  dose,  with  no  evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female 
mice  (given  up  to  360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic  potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis,  sister 
chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration  tests,  and  a 
micronucleus  test. 

In  a 2-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses  of  nizatidine 
up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive  performance 
of  parental  animals  or  their  progeny. 

Pregnancy-Teratogenic  Effects -Pregnancy  Category  C-Oral  reproduction  studies 
in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits  at 
doses  up  to  55  times  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect  but  at  a dose  equivalent  to  300  times  the  human  dose,  treated  rabbits 
had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On 
intravenous  administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine  at 
20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aortic  arch,  and  cutaneous 
edema  in  1 fetus,  and  at  50  mg/kg,  it  produced  ventricular  anomaly,  distended 
abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  1 fetus.  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women.  It  is  also  not 
known  whether  nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant 
woman  or  can  affect  reproduction  capacity.  Nizatidine  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers- Studies  in  lactating  women  have  shown  that  0.1%  of  an  oral 
dose  is  secreted  in  human  milk  in  proportion  to  plasma  concentrations.  Because  of 
growth  depression  in  pups  reared  by  treated  lactating  rats,  a decision  should  be 
made  whether  to  discontinue  nursing  or  the  drug,  taking  into  account  the  importance 
of  the  drug  to  the  mother. 

Pediatric  Use- Safety  and  effectiveness  in  children  have  not  been  established. 

Use  in  Elderly  Patients- Healing  rates  in  elderly  patients  were  similar  to  those 
in  younger  age  groups  as  were  the  rates  of  adverse  events  and  laboratory  test 
abnormalities.  Age  alone  may  not  be  an  important  factor  in  the  disposition  of 
nizatidine.  Elderly  patients  may  have  reduced  renal  function. 

Adverse  Reactions:  Clinical  trials  of  varying  durations  included  almost  5,000  patients. 
Among  the  more  common  adverse  events  in  domestic  placebo-controlled  trials  of 
over  1,900  nizatidine  patients  and  over  1,300  on  placebo,  sweating  (1%  vs  0.2%), 
urticaria  (0.5%  vs  <0.01%),  and  somnolence  (2.4%  vs  1.3%)  were  significantly 
more  common  with  nizatidine.  It  was  not  possible  to  determine  whether  a variety  of 
less  common  events  were  due  to  the  drug. 

Hepatic- Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase) 
possibly  or  probably  related  to  nizatidine  occurred  in  some  patients.  In  some  cases, 
there  was  marked  elevation  (>500 IU/L)  in  SCOT  or  SGPT  and.  in  a single  instance, 
SGPT  was  >2,000  IU/L.  The  incidence  of  elevated  liver  enzymes  overall  and 
elevations  of  up  to  3 times  the  upper  limit  of  normal,  however,  did  not  significantly 
differ  from  that  in  placebo  patients.  All  abnormalities  were  reversible  after  discontinuation 
of  Axid.  Since  market  introduction,  hepatitis  and  jaundice  have  been  reported.  Rare 
cases  of  cholestatic  or  mixed  hepatocellular  and  cholestatic  injury  with  jaundice 
have  been  reported  with  reversal  of  the  abnormalities  after  discontinuation  of  Axid. 

Cardiovascular- In  clinical  pharmacology  studies,  short  episodes  of  asymptomatic 
ventricular  tachycardia  occurred  in  2 individuals  administered  Axid  and  in  3 
untreated  subjects. 

CNS- Rare  cases  of  reversible  mental  confusion  have  been  reported. 

f/7Z/ocr//7e— Clinical  pharmacology  studies  and  controlled  clinical  trials  showed  no 
evidence  of  antiandrogenic  activity  due  to  nizatidine.  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  patients  on  nizatidine  and  those  on  placebo. 
Gynecomastia  has  been  reported  rarely. 

Hematologic- Fatal  thrombocytopenia  was  reported  in  a patient  treated  with 
nizatidine  and  another  H2-receptor  antagonist.  This  patient  had  previously  experienced 
thrombocytopenia  while  taking  other  drugs.  Rare  cases  of  thrombocytopenic  purpura 
have  been  reported. 

Integumental- Sweating  and  urticaria  were  reported  significantly  more  frequently 
in  nizatidine-  than  in  placebo-treated  patients.  Rash  and  exfoliative  dermatitis  were 
also  reported. 

Hypersensitivity -As  with  other  H2-receptor  antagonists,  rare  cases  of  anaphylaxis 
following  nizatidine  administration  have  been  reported.  Rare  episodes  of  hypersensitivity 
reactions  (eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported. 

Other- Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was  reported. 
Eosinophilia,  fever,  and  nausea  related  to  nizatidine  have  been  reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage  occurs, 
activated  charcoal,  emesis,  or  lavage  should  be  considered  along  with  clinical 
monitoring  and  supportive  therapy.  Renal  dialysis  does  not  substantially  increase 
clearance  of  nizatidine  due  to  its  large  volume  of  distribution. 
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Some  patients  have  poor  motivation  to  ex- 
ercise or  are  significantly  deconditioned  and 
thus  may  not  attain  a rate-pressure  product 
sufficient  to  stress  coronary  reserve  capacity. 
Individuals  strongly  suspected  to  have  under- 
lying coronary  disease  may  be  better  evaluated 
with  adenosine  or  dipyridamole. 

Limitations 

Test  limitations  with  pharmacologic  stress 
are  similar  to  those  encountered  with  treadmill 
scintigraphy.  These  include  diminished  spec- 
ificity if  one  is  not  cognizant  of  attenuation 
artifacts  from  overlying  soft  tissue  (e.g.,  breast) 
or  fails  to  recognize  variants  of  normal.  There 
may  also  be  excessive  splanchnic  uptake  of 
tracer  after  dipyridamole  and  adenosine  which 
may  complicate  assessment  of  perfusion  in  the 
inferior  wall.  Even  in  the  most  experienced 
and/or  academic  setting,  the  best  correlation 
is  90-92%.  Therefore,  one  should  expect  every 
tenth  or  twelfth  study  not  to  correlate  with 
coronary  anatomy  as  defined  angiographi- 
cally.  The  reason  for  this  discordance  is  not 
clear,  but  in  part  relates  to  a fundamental  dif- 
ference between  coronary  morphology  and  ac- 
tual regional  coronary  blood  flow  and  radio- 
tracer  extraction  kinetics. 

Summary 

It  has  been  shown  that  results  of  adeno- 
sine and  dipyridamole  myocardial  scintigra- 
phy are  at  least  equivalent  to  those  provided 
by  conventional  treadmill  scintigraphy.  There- 
fore, if  a patient  is  unable  to  achieve  a high 
rate-pressure  product  by  treadmill  exercise, 
that  individual  should  be  considered  a candi- 
date for  pharmacological  stress  scintigraphy. 
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Thoracic  Outlet  Syndrome: 
A Socio-cultural  Refutation 


RICHARD  LAWTON,  M.D. 
Iowa  City,  Iowa 


The  Burmese  practice  of  using  brass 
rings  to  " elongate " the  neck  may  cast 
doubt  on  the  neurological  etiologic  as- 
pect of  thoracic  outlet  syndrome , says 
this  author. 


Controversy  continues  over  the  legiti- 
macy of  thoracic  outlet  syndrome.  The 
pathophysiology  is  seemingly  dependent  on 
the  perceived  2-dimensional  anatomical  illus- 
trations. There  is  a reported  recurrence  rate  as 
high  as  20%  and  the  cases  often  end  in  liti- 
gation. The  multiplicity  of  operations  selected 
for  the  relief  of  symptoms  suggests  a variety 
of  etiologies.  The  Burmese  practice  of  using 
heavy  brass  rings  to  seemingly  elongate  the 
neck  has  been  studied  and  may  refute  the  neu- 
rological etiologic  aspect  of  the  syndrome. 

Syndrome  surgery  is  often  characterized 
by  the  lack  of  pathological  tissue  with  which 
to  make  a diagnosis.  One  constant  component 
of  syndromes  is  subjective  neurological  im- 
pairment. Though  thoracic  outlet  syndrome 
reputedly  is  related  to  brachial  plexus 
compression,  a few  investigators  report  a com- 
bined neurological  and  vascular  abnormality. 


Dr.  Lawton  is  a clinical  professor  emeritus  of  surgery.  University  of 
Iowa,  Iowa  City. 


The  cause  of  the  compression  is  usually  an 
encroachment  of  clavicle  on  first  rib.1 

Syndromes  tend  to  be  detected  and  treated 
by  surgeons  within  certain  geographic  areas. 
These  surgeons  may  accumulate  a huge  ex- 
perience with  these  operatively  treated  syn- 
dromes where  their  colleagues  with  equal  skills 
may  see  few  cases.2  Post-operative  follow-up 
on  the  patients  subjected  to  surgical  interven- 
tion is  often  incomplete  and  the  placebo  effect 
of  surgery  is  overlooked.3  An  occasional  per- 
son who  has  a cervical  rib  attached  to  the  first 
rib  either  directly  or  through  a tendinous 
structure  might  experience  symptoms  of  tho- 
racic outlet  syndrome.4  However,  most  of  the 
patients  do  not  have  an  anatomical  abnor- 
mality. Many  nerves  in  the  brachial  plexus  may 
be  involved  although  typically  it  is  the  caudal 
branches.  Thenar  atrophy  may  be  present. 
Vascular  symptoms  are  not  usually  promi- 
nent; some  authors  claim  they  have  no  place 
in  the  diagnosis  of  this  entity.5 

Pathological  Causes 

There  are  many  real  pathological  entities 
that  may  cause  or  duplicate  the  so  called  tho- 
racic outlet  syndrome,  such  as  intra-and-extra 
medullary  spinal  cord  lesions,  infarction  of 
segments  of  the  spinal  cord,  brachial  plexop- 
athies  and  focal  peripheral  neuropathies.  Re- 
flexes in  the  extremity  are  seldom  abnormal. 
Cervical  radiculopathy  may  be  associated  with 
some  of  the  findings  with  involvement  of  the 
nerve  roots  C8  to  T1  from  a variety  of  causes.6 

A number  of  surgical  procedures  have 
been  advocated  for  relief  of  brachial  plexus 
compression.  Resection,  or  section  of  the  an- 
terior scalene  muscle  was  once  popular,  as  was 
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Figure  1.  Radiograph  of  “giraffe"  woman  who  had  the 
heavy  rings  removed  to  treat  an  illness. 


claviculectomy.  Some  authors  have  combined 
scalene  section  with  posterior  thoracoplasty.4 
The  transaxillary  approach  to  resection  of  the 
first  rib  is  now  popular.2 

Nerve  conduction  studies  are  less  useful 
for  the  axial  part  of  the  skeleton,  and  they  pose 
difficulty  in  interpretation.  In  different  age 
groups  and  under  changing  conditions  (e.g. 
placement  of  electrodes,  temperature  and  dis- 
tance) nerve  conduction  studies  may  be  mis- 
leading.7 No  study  exists  in  which  careful  an- 
atomic evaluation  has  been  done  and  the 
appearance  of  the  nerves  at  the  time  of  first 
rib  resection  usually  gives  no  hint  of  compres- 
sion involvement.  Biopsy  of  nerve  and  adven- 
titious tissue  in  the  area  has  not  regularly  been 
done. 

Some  inadvertent  studies  of  brachial 
plexus  compression  have  been  done,  albeit  of 
a cultural  nature.  The  Padaung  women  of 
Burma  (sometimes  referred  to  as  "giraffe 
women")  and  some  African  cultures  (Ndebele) 
have  used  a series  of  brass  rings  to  encircle 
the  neck  giving  the  outward  appearance  that 


the  vertebrae  have  been  stretched  and  the  neck 
elongated.  Little  is  known  of  the  pathological 
anatomy  created  by  these  rings.  The  first  ring 
is  placed  on  a girl's  neck  at  about  5 years  of 
age  and  additional  loops  are  added  periodi- 
cally. Thirty  or  more  rings  may  eventually  be 
worn  by  adult  women.  These  rings  are  about 
1/3  inch  wide.  As  the  rings  are  gradually  added, 
the  downward  pressure  displaces  the  clavicle 
against  the  first  and  second  ribs  narrowing  the 
clavicular-costal  aperture.  It  could  be  antici- 
pated that  this  would  create  the  conditions  for 
a thoracic  outlet  syndrome. 

American  Physician 
Visited  Burma 

The  studies  referred  to  here  were  reported 
by  an  American  physician  who  visited  Burma 
and  managed  to  obtain  photographs  of  the 
women  as  well  as  a radiograph  of  a woman 
whose  rings  had  been  removed.8  No  clinical 
evidence  of  thoracic  outlet  syndrome  was 
found  in  these  women.  There  was  no  atrophy 


'There  is  little  doubt  that  the  clav- 
icle is  the  first  bone  depressed  by 
the  multiple  rings  and  that  upper 
ribs  are  pushed  caudally  account- 
ing for  the  perceived  elongation 
of  the  neck.' 


in  the  muscles  of  the  upper  extremity.  The 
rings  are  also  worn  on  legs,  forcing  the  women 
to  walk  with  a waddle. 

Figure  1 shows  a radiograph  of  a woman 
from  Padaung  who  had  the  rings  removed  and 
demonstrates  the  caudal  displacement  of  the 
clavicle  on  the  first  rib.  The  fixed  points  are 
the  roots  of  the  nerves  forming  the  plexus  and 
the  articulations  of  the  ribs  with  the  axial  skel- 
eton. The  clavicle,  not  having  a fixed  point 
with  a vertebra,  is  free  to  descend  on  the  first 
rib.  Figure  2 (following  page)  is  a normal  ra- 
diograph in  the  posterior-anterior  projection. 

Figure  3 is  a photograph  of  a female  with 
full  array  of  rings  with  medallions.  This  'ring' 
custom  is  also  practiced  in  certain  parts  of  Af- 
rica. The  Ndebele  women  of  South  Africa  wear 
neck,  arm  and  leg  rings.9  In  Africa  these  rings 
(Continued  next  page) 
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Figure  2.  Normal  posterior/anterior  radiograph  of  a fe- 
male. 


Figure  3.  Burmese  woman  with  an  array  of  heavy  brass 
rings  which  are  placed  in  position  until  the  top  most  one 
impinges  on  the  mastoid  process. 


are  referred  to  as  Iindzila's;  they  are  a sign  of 
social  status  and  wealth.  The  custom  has  been 
made  illegal  in  Burma  but  still  persists. 

It  is  concluded  after  studying  the  radi- 
ographs that  the  interval  between  the  clavicle 
and  the  first  rib  must  be  very  narrow.  This 
would  tend  to  negate  the  usual  pathophysio- 
logic processes  invoked  for  the  development 
of  the  thoracic  outlet  syndrome.  There  is  little 
doubt  that  the  clavicle  is  the  first  bone  de- 
pressed by  the  multiple  rings  and  that  upper 
ribs  are  pushed  caudally  accounting  for  the 
perceived  elongation  of  the  neck. 

Serious  complications  have  been  reported 
from  operations  for  thoracic  outlet  syndrome, 
from  devascularization  of  the  upper  extremity 
to  paralysis  of  phrenic  and  recurrent  laryngeal 
nerve.10  The  incidence  of  reoperation  varies, 
but  the  mean  is  about  5%  .n- 12  Among  thoracic 
procedures,  this  operation  has  a high  fre- 
quency of  litigation.5 

Discussion  continues  among  surgeons  of 
equal  skills  regarding  the  constellation  of 
symptoms  that  constitute  a thoracic  outlet  syn- 
drome. Perhaps  the  women  of  Padaung  and 
the  Ndebele  of  Africa  will  contribute  to  un- 
derstanding of  the  problem. 
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Letter  to  the  Editor 

Economics  in  the  Medical 
Curriculum 

Dear  Editor: 

The  rapidly  changing  health  care  envi- 
ronment calls  for  physicians  with  back- 
ground in  economics  to  help  forge  a more 
efficient  and  equitable  system  of  health  serv- 
ices. Medical  schools  should  encourage  in- 
struction in  health  economics  for  students 
interested  in  the  relationship  between  medi- 
cal practice  and  the  organization  and  per- 
formance of  the  health  care  sector.  At  a min- 
imum this  consists  of  one  course  covering 
microeconomic  theory  with  health  sector  ap- 
plications. 

A course  in  microeconomics  with  health 
applications  permits  students  to  better  inte- 
grate economic  and  political  events  with 
medical  practice.  The  course  could  be  of- 
fered directly  by  medical  schools  or  by  de- 
partments of  economics.  It  should  introduce 
students  to  theories  of  demand,  production, 
monopoly,  input  markets,  general  equilib- 
rium and  the  role  of  government.  This  expo- 
sure helps  students  understand  how  com- 
petitive markets  can  generate  efficiency  and 
how  markets  that  are  not  competitive  misal- 
locate  resources. 

An  economics  course  will  increase  ap- 
preciation of  cost-effectiveness  analyses  of 
medical  intervention.  Care  is  efficient  if  the 
benefit  of  each  increment  of  care  exceeds  the 
cost.  Intervention  is  inefficient  and  should 
not  be  encouraged  if  incremental  costs  are 
greater  than  benefits.  Identifying  which  in- 
terventions are  worth  it  and  which  are  not 
can  go  a long  way  to  solving  the  national 
health  care  cost  crisis. 

The  study  of  market  structures  provides 
another  useful  topic  of  inquiry  that  can  help 
physicians  better  understand  government 
policies.  Antitrust  law  was  designed  to  curb 
monopoly  power.  Government  rationale  for 
blocking  mergers  or  constraining  referral  ar- 
rangements relies  heavily  on  economic  the- 
ory for  justification.  The  study  of  monopoly 
and  other  market  structures  helps  to  make 
sense  of  a seemingly  complex  area  of  the 
law. 


A rudiment  of  training  in  health  eco- 
nomics provides  a framework  for  an  en- 
hanced understanding  of  the  health  sector. 
Physicians  should  be  better  prepared  to  help 
policy  makers  improve  and  maintain  a sys- 
tem that  produces  healthier  people  at  accept- 
able costs.  Educators  have  a responsibility  to 
insure  that  future  medical  graduates  are  able 
to  serve  society  in  a wider  and  more  com- 
prehensive manner  than  has  been  the  cus- 
tom to  date.  — Peter  Hilsenrath,  Ph.D.,  Grad- 
uate Program  in  Hospital  and  Health  Admin- 
istration, Iowa  City. 

IMS  Services  Offers 
Quality  Benefit  Programs 

The  commitment  of  the  Iowa  Medical 
Society  to  helping  member  physicians  oper- 
ate their  practices  efficiently  and  cost-effec- 
tively is  evident  in  the  programs,  products 
and  services  offered  through  IMS  Services. 

In  addition  to  assisting  with  the  major 
IMS-sponsored  insurance  coverages  in  the  li- 
ability (IPMIT)  and  health  (Statewide  Physi- 
cians Group  Health)  areas,  IMS  Services  is 
the  point  of  coordination  for  other  member 
benefit  activities  in  such  areas  as  practice 
management,  debt  collection,  computer  sup- 
port, long  distance  telephone  discounts, 
credit  card  services,  etc. 

Representatives  of  IMS  Services  are 
available  to  confer  in  person  or  by  telephone 
on  any  IMS-sponsored  program.  Please  call 
IMS  Services  at  515/223-2816  or  800/728-5398. 


AN  ACT  OF  LOVE 

Denial  that  a respected  colleague  could  be  impaired  and/or 
the  conspiracy  of  silence  that  makes  us  unwilling  to  speak 
out  allows  the  illness  of  our  impaired  colleagues  to  progress, 
sometimes  to  a fatal  outcome. 

“Blowing  the  whistle”  on  a suffering  colleague  is,  indeed, 
an  act  of  love. 

Call  us  early. 

We  can  help  confidentially . 

ASSISTANCE  PROGRAM  FOR  TROUBLED 
PHYSICIANS 
515/223-1401 

Toll-free  in  Iowa:  1/800-747-3070 

Reprinted  by  permission  from  Kansas  Medicine 
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BE  A BITTER  PILL  TO  SWALLOW 

SYMPTOMS:  Acute  distortion  by  the  medical  liability  system.  Persistent  lobbying  by  trial 
lawyers  for  legislation  to  destroy  the  liability  reforms  passed  in  Iowa.  Chronic  fingerpointing  by 


some  elected  officials  and  special  interest  groups  trying 
scapegoats  for  increasing  healthcare  costs.  DIAGNOSIS:  A malignant 
health  care  system  caused  by  toxic  legislation.  IS  THERE  A DOCTOR  IN 
THE  SENATE?  PROGNOSIS:  If  the  medical  profession  and  other  concerned 
lant,  our  fine  medical  system  - the  best  in  the  world  - will  be  in  danger  of  being 
“cures”.  TREATMENT:  A strong  dose  of  support  for  your  voluntary  team  of 
tives  and  professional  lobbyists,  through  your  membership  in  the  Iowa  Medical 
tee  (IMPAC)  and  the  American  Medical  Political  Action  Committee  (AMPAC).  PRE- 
through  IMPAC  and  AMPAC  from  PERSONAL  CONTRIBUTIONS  go  directly,  100%,  to  help  legislators  and  candidates 
for  office  who  support  us  on  key  medical  issues.  Mail  your  PERSONAL  check  today  using  the  coupon  below  to 
ensure  a healthy  future  for  legislation  that  affects  your  patients,  your  profession  and  your  future! 


to  make  doctors 
growth  on  the 
THE  HOUSE  ...  OR 

citizens  are  not  vigi- 
crippled  by  ill-advised 
physician  representa- 
Political  Action  Commit- 
VENTION:  Funds  raised 


Enclosed  is  my  check!  Please  enroll  me  as  a member  of  IMPAC  and  AMPAC. 

$250  Gold  membership  $100  Sustaining  membership 

$150  Family  membership  Please  accept  my  additional 

support  of  $ 

(Please  Print) 

Name:  

Address: 


Return  to:  IMPAC,  1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265 


Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  AMA  nor 
IMS  will  favor  or  disadvantage  anyone  based  upon  the  amounts  of  or  failure 
to  make  pac  contributions.  Contributions  are  subject  to  the  limitations 
of  FEC  Regulations.  (Federal  regulations  require  this  notice).  Paid 
for  by  the  Iowa  Medical  Society  Political  Action  Committee 
1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265. 

Contributions  to  AMPAC  and  IMPAC  ar€ 
deductible  as  charitable  contributions  f< 

Federal  Income  Tax  purposes.  IF  YOUR 
PRACTICE  IS  INCORPORATED, 

IMPAC  AND  AMPAC  VOL- 
UNTARY POLITICAL 
CONTRIBUTIONS 
SHOULD  BE 
WRITTEN 
ON  A PER- 
SONAL 
CHECK. 


1001  Grand  Avenue 
West  Des  Moines, 
Iowa  50265 


The  Editor  Comments 


Marion  E.  Alberts,  M.D. 


Pallid  Shades  and  Shadows 


Shadows  are  hut  dark  holes  in  radiant 
streams,  twisted  rifts  beyond  the  substance, 
meaningless  in  themselves. 

He  who  would  comprehend  Rontgen's  pallid 
shades,  needs  always  to  know  well  the  solid  ma- 
trix whence  they  spring.  The  physician  needs  to 
know  intimately  each  living  patient  through 
whom  the  racing  black  light  darts,  and  flashing 
the  hidden  depths  reveals  them  in  a glowing  mi- 
rage of  thin  images,  each  cast  delicately  in  its 
own  halo,  but  all  veiled  and  blended  endlessly. 

Man  — warm,  lively,  fleshy  man  — and  his 
story  are  both  root  and  key  to  his  shadows;  shad- 
ows cold,  silent  and  empty. 

This  quotation  from  the  preface  of  John 
Caffey's  first  edition  of  his  monumental 
text  on  Pediatric  X-ray  Diagnosis  (1945)  is  still 
appropriate  in  our  consideration  of  the  med- 
ical specialty  of  radiology.  For  example,  that 
first  edition  contained,  in  only  5 paragraphs, 
the  subject  of  “opaque  angio-cardiography 
and  cardiac  catherization."  The  only  refer- 
ence given  was  of  Kjehlberg's  report  from 
Sweden  on  diagnosis  of  congenital  heart  dis- 
ease. 

However,  in  the  preface  of  his  third  edi- 
tion (1955),  Caffey  states  “Some  of  the  more 
elaborate  new  technics  have  been  intention- 
ally omitted  because  they  required  so  much 
space;  these  include  opaque  angiocardiogra- 
phy, cardiac  catherization,  planigraphy, 
opaque  cerebral  angiography  and  opaque 
myelography."  Those  10  years  were  noted 


for  great  advancements;  and  elaborate  em- 
bellishments on  technics  continue.  Yet,  Caf- 
fey stated  in  1955  that  in  radiologic  practice 
and  teaching  there  is  a “failure  to  emphasize 
sufficiently  the  limitations  of  the  roentgen 
method."  That  admonition  is  so  true  in 
many  of  our  diagnostic  methods.  Though 
we  use  scientific  methods  in  our  diagnostic 
deliberations  much  still  depends  on  an  ade- 
quate patient  history  and  physical  examina- 
tion. The  physician  must  be  fully  cognizant 
of  all  the  important  normal  variants.  Then 
the  abnormal  findings  can  be  fully  realized. 

This  issue  of  low  a medicine  concerns 
new  advances  in  radiology  and  nuclear  med- 
icine. Science  in  partnership  with  the  art  of 
medicine  provides  technological  horizons 
not  imagined  during  the  span  of  one  genera- 
tion of  practicing  physicians.  Even  so,  it 
seems  imminent  that  our  abilities  now  will 
be  superseded  by  revolutionary  modalities  in 
the  future. 

Ours  is  not  a static  profession.  I dare 
say  that  medicine,  including  our  knowledge 
in  pharmacology  and  therapeutics,  has  no 
peer  in  the  strides  made  in  the  past  century. 
Of  course  we  have  borrowed  from  discover- 
ies in  nuclear  physics,  electronics  and  chem- 
istry. All  these  sciences  blend  to  provide  our 
patients  with  ever-improving  medical  care. 
The  ingredient  so  important,  that  I would  be 
remiss  in  not  mentioning  it,  is  human  rela- 
tionships. The  art  of  medicine  cannot  and 
must  never  be  divorced  from  the  practice  of 
medicine. — M.E.A. 
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CME  Notebook 


Pasteur  Was  Not  a Physician 


A RECENT  AD  IN  A MAJOR  MEDICAL  journal, 
placed  by  the  manufacturer  of  a widely 
used  antibiotic,  presented  a full  page  draw- 
ing of  Louis  Pasteur  with  bold  type  one  inch 
high  proclaiming  him  to  be  a POWERFUL 
PHYSICIAN.  The  smaller-print  text  affirmed 
the  error:  "Accomplished  in  biology  and 
chemistry,  Pasteur  was  a skillful  physician." 

Sorry,  gang,  Pasteur  was  not  a physi- 
cian; he  was  a doctor  — of  philosophy 
(chemistry).  But  I tell  you  this  not  to  chide 
you  (if  you  thought  he  was  a physician)  or 
the  company  (for  getting  egg  on  its  face  in 
great  big  black  type).  Instead,  the  circum- 
stance prompts  me  to  relate  a story  told  me 
by  Dr.  Robert  Hardin,  formerly  dean  of  the 
University  of  Iowa  College  of  Medicine.  Our 
Health  Sciences  Library  now  bears  his  name. 

Bob  was  a man  of  many  parts.  Early  in 
his  career  he  had  done  basic  work  dealing 
with  the  safe  preservation  and  transport  of 
blood.  During  World  War  II  he  directed 
blood-banking  and  related  laboratory  work 
for  the  European  theatre  of  operations. 
Within  days  of  the  liberation  of  Paris  he  was 
sent  there  from  his  base  in  England  with  in- 
structions to  establish  quickly  a new  home 
for  his  activity.  He  was  taken  to  the  Pasteur 
Institute  and  told  the  building  was  to  be 
turned  over  to  his  needs.  He  said: 


Dr.  Caplan  is  Coordinator,  Program  in  Medical  Humanities  at  the 
University  of  Iowa  College  of  Medicine. 


I saw  that  the  building,  although  remarkably 
free  of  war  damage,  was  not  adequate  to  our  partic- 
ular requirements.  We  needed  many  more  labora- 
tory modules  and  smaller  offices.  The  colonel  who 
had  been  assigned  to  work  with  me  to  get  things 
rolling  said,  "We  can  have  equipment  here  in  the 
morning  to  gut  the  place  and  rebuild  it  however  you 
say."  I walked  around  the  handsome,  old-fashioned 
structure,  saw  portraits  of  Pasteur  and  other  scien- 
tific greats  still  on  the  wall  (to  my  surprise),  saw  the 
great  marble  central  staircase  very  wasteful  of  space, 
thought  about  the  many  extraordinary  advances  that 
had  been  discovered  in  this  building,  and  decided  I 
just  couldn't  bring  myself  to  "remodel"  it  if  there 
were  any  way  to  avoid  it.  I asked  the  colonel  to 
drive  me  around  Paris  to  see  if  I could  find  an  alter- 
native. Fortunately  we  found  a sort  of  warehouse  in 
the  outskirts  that  was  reasonably  intact  and  under 
the  army's  jurisdiction.  My  request  to  use  it  for  oqr 
blood-banking  headquarters  and  lab  was  approved, 
and  we  moved  into  it  a few  days  later. 

Bob  told  me  that  story  perhaps  2 years 
before  he  died  in  1988.  We  were  driving  to- 
gether to  a meeting  of  the  education  com- 
mittee of  the  Iowa  Medical  Society.  The 
story  moved  me  greatly,  maybe  especially 
because  of  the  soft,  understated  manner  so 
characteristic  of  him.  I urged  him  to  record 
that  bit  of  history  in  full  detail  for  posterity. 
He  didn't  say  he  would  or  wouldn't.  About 
a year  later,  I inquired.  He  said  he  hadn't, 
again  with  no  promise  attached.  As  far 
as  I know,  he  never  did.  I'm  glad  the  adver- 
tising error  goaded  me  to  tell  Bob's  story 
here. 
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Biomedical  Ethics 


New  Legislation  for 
Health  Care  Decisions 


Iowa  has  A new  law  that  brings  this  state 
into  conformity  with  most  other  states.  The 
law  is  called  "Durable  Power  of  Attorney  for 
Health  Care  Decisions." 

The  Iowa  statute  represents  a cooperative 
effort  of  the  Iowa  Medical  Society,  Iowa  State 
Bar  Association,  Iowa  Hospital  Association  and 
several  other  groups. 

All  50  states  now  have  durable-power-of- 
attorney  statutes  enabling  an  individual  (the 
"principal")  to  give  another  person  (the  "at- 
torney-in-fact,"  or  "agent")  authority  to  carry 
out  the  designated  tasks  on  the  principal's  be- 
half. However,  these  durable-power-of-attor- 
ney  statutes  do  not  usually  indicate  if  health 
care  decisions  are  included  in  this  authority. 

The  new  law  states  that  a competent  in- 
dividual may  designate  in  writing  another  per- 
son as  agent  to  "make  health  care  decisions 
on  behalf  of  the  principal."  If  the  designated 
person  consents  to  act  in  this  capacity  should 
need  arise,  he  or  she  will  then  have  the  power 
to  consent,  refuse  to  consent,  or  withdraw 
consent  to  medical  treatment. 

Living  Will  Is  Limited 

The  new  law  will  supplement  an  earlier 
law  concerning  treatment  decisions.  The  1985 
Iowa  "Life-Sustaining  Procedures  Act"  has 
several  limitations  that  complicate  decision 
making  when  a nonautonomous  patient  is  in- 
capable of  consenting  to  or  refusing  life-sus- 
taining medical  treatment.  For  example,  the 
1985  law  is  limited  to  terminally  ill  patients  and 
does  not  include  feeding  tubes  as  medical 
treatment  that  can  be  refused. 

This  column  is  written  by  Robert  Weir,  Ph.D.,  director  of  biomedical 
ethics  for  the  University  of  Iowa  College  of  Medicine. 


According  to  the  new  law,  a nonauton- 
omous patient's  agent  has  the  power  to  make 
health  care  decisions  for  the  patient  whenever 
the  patient  is  unable  to  do  so.  Thus  the  law 
applies  to  nonautonomous  patients  (e.g.,  pa- 
tients in  persistent  vegetative  state)  who  may 
not  be  terminally  ill. 

The  new  law  includes  technologically  pro- 
vided nutrition  and  hydration  as  a type  of 
medical  treatment  that  can  be  abated  at  a sur- 
rogate's request  when  that  decision  is  (a)  con- 
sistent with  the  patient's  known  preferences 
or  (b)  in  the  patient's  best  interests  when  the 
patient's  preferences  regarding  specific  treat- 
ments are  unknown.  In  the  words  of  the  law, 
" 'health  care'  does  not  include  the  provision 
of  nutrition  or  hydration  except  when  they  are 
required  to  be  provided  parenterally  or  through 
intubation." 

For  legal  advice  concerning  this  law,  con- 
tact your  attorney,  the  ISBA  or  the  IMS.  As  to 
how  the  new  law  may  affect  the  ethics  of  car- 
ing for  patients,  consider  the  following  points: 

1.  The  right  of  patients  to  refuse  life-sus- 
taining treatment  does  not  depend  on  their 
having  signed  a legal  directive  to  that  effect. 

2.  Nonstatutory  advance  directives  (not 
backed  by  state  law)  can  be  morally  persuasive 
in  many  instances. 

3.  You  can  make  some  later  treatment  de- 
cisions less  difficult  by  encouraging  patients 
to  sign  advance  directives  in  advance  of  critical 
illness. 

Editors'  note:  The  IMS,  Iowa  Hospital  Asso- 
ciation and  Iowa  State  Bar  Association  are  prepar- 
ing a pamphlet  which  explains  Iowa's  Living  Will 
and  Durable  Power  of  Attorney  Laws.  It  will  be 
available  sometime  before  the  end  of  this  year. 
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“I  have  never  gotten  used  to  people  dying.  And  I don’t 
want  to  get  used  to  it.” 


Dr.  Aliza  Lifshitz,  Internist,  Los  Angeles,  California,  Member,  American  Medical  Association 


Patients  come  to  physicians  for  many  reasons. 
Beyond  relief  from  pain,  they  seek  compassion, 
empathy  and  support.  AIDS  patients  receive  all  of 
these  and  more  from  Dr.  Aliza  Lifshitz. 

Bom  and  raised  in  Mexico  and  educated  at  one  of 
Mexico  City’s  finest  medical  schools,  Dr.  Lifshitz  now 
serves  the  Hispanic  community  in  Southern  California. 
Over  a third  of  her  patients  have  tested  HIV  positive. 
Most  live  below  the  poverty  level.  Many  are  illegal  aliens. 

“I  never  forget  what  it  means  to  be  a doctor,  and 
what  it  means  is  embodied  in  the  Principles  of  Medical 


Ethics  of  the  American  Medical  Association  (AMA),” 
states  Dr.  Lifshitz. 

You  are  invited  to  join  Dr.  Lifshitz  and  to  join  with 
her  in  her  efforts  to  bring  quality  health  care  to  those 
in  need.  Become  a member  of  the  American  Medical 
Association  today. 

Members  of  the  AMA  are  encouraged  to  join  their  state,  county  and  specialty  societies. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


Practice  and  Personal  Management 


Physicians  Create  Healthy  Morale 


A healthy  practice  atmosphere  and  higher 
morale  are  created  when  employees  be- 
come partners  in  your  practice.  Morale  drops 
and  negativity  prevails  when  employees  feel 
left  out  and  taken  for  granted.  Healthy  work- 
ing conditions  lead  to  greater  productivity;  low 
morale  affects  our  patients  and  our  profitabil- 
ity. 

Common  behavioral  undercurrents  rep- 
resentative of  poor  employee  morale  include: 
breakdown  in  communication;  increased  at- 
trition; lack  of  respect/trust;  negative,  cynical, 
pessimistic  and  rebellious  behavior;  resistance 
to  change;  staff  pettiness  and  stress. 

Set  an  Example 

Your  leadership  style  and  the  actions  and 
behavior  you  exhibit  to  your  staff  have  a direct 
impact  on  the  office  climate.  How  the  staff 
project  themselves  is  a reflection  of  your  lead- 
ership or  lack  thereof.  Employees  treated  with 
dignity  and  respect  will  treat  patients  in  the 
same  manner. 

Encourage  employee  participation.  In- 
volving employees  in  decision-making  and 
problem-solving  creates  a sense  of  ownership 
and  a feeling  of  personal  importance  which 
results  in  practice  dedication  and  professional 
loyalty. 

Delegate  your  leadership  role  with  care  — 
an  effective  leader  will  concentrate  on  key  val- 
ues and  norms  that  support  the  goals  of  the 
practice. 

Encourage  Communication 

Be  accessible.  Show  an  interest  in  the  peo- 
ple who  work  for  you.  Learn  about  them  and 


This  article  was  written  by  Shellee  Faux,  a member  of  the  Iowa 
Medical  Group  Management  Association.  She  is  office  manager  for  Drs. 
Holzworth,  Bell,  Shirk  and  Bast  in  Des  Moines. 


take  time  to  talk  to  them.  Let  them  know  you 
recognize  their  contribution  to  the  success  of 
the  practice.  Don't  take  routine  work  for 
granted.  Respond  rather  than  react.  Be  on  the 
lookout  for  a job  well  done.  Give  a compliment 
now  and  then,  even  if  there  is  no  particular 
need  to  do  so. 

A compliment  from  a physician  goes  a long 
way  in  building  employee  morale.  Mark  Twain 
said,  “Most  of  us  can  live  on  a good  compli- 


'Morale  drops  and  negativity  pre- 
vails when  employees  feel  left  out 
and  taken  for  granted.  Healthy 
working  conditions  lead  to  greater 
productivity;  low  morale  affects 
our  patients  and  our  profitability / 


ment  for  a month."  However,  there  will  be 
times  when  constructive  criticism  is  necessary. 
Here  are  some  tips: 

• Begin  your  sentence  with  the  word  “I" 
rather  than  “You." 

• Criticism  should  be  directed  at  the  be- 
havior, not  the  individual. 

• Avoid  phrases  like,  “You  always,"  “You 
never,"  "You  should"  or  "Why  did  you?" 

• Focus  on  solutions. 

Use  Power  Wisely 

Pointless  tirades  that  you  quickly  forget 
may  worry  an  employee  for  days.  Remember, 
just  by  being  the  boss  you've  acquired  tre- 
mendous power  over  other  peoples'  lives.  Use 
it  with  consideration. 
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About  Iowa  Physicians 


Dr.  Frederick  Asmussen  was  recently  ap- 
pointed medical  director  of  Medical  Associates 
HMO,  a health  care  plan  owned  by  Medical 
Associates  Clinic,  P.C.,  Dubuque.  Dr.  Jay 
Ginther,  Bluff  Medical  Center,  Clinton,  has 
been  elected  to  the  International  Society  of  the 
Knee.  Within  the  U.S.,  30  states  are  repre- 
sented with  Dr.  Ginther  being  the  first  mem- 
ber from  Iowa.  Dr.  Christopher  Hedberg  has 
joined  the  practice  of  Dr.  Joseph  Plank,  Mason 
City.  Dr.  Hedberg  received  the  M.D.  degree 
from  the  U.  of  I.  College  of  Medicine  and 
completed  a dermatology  residency  there  also. 
Dr.  James  Justice,  formerly  of  Medical  Asso- 
ciates in  Dubuque,  has  joined  Medical  Asso- 
ciates of  Cedar  Rapids.  Dr.  David  Ferguson 
and  Dr.  Robert  Rea,  U.  of  I.  College  of  Med- 
icine researchers,  have  been  named  to  the  ed- 
itorial board  of  Circulation,  a cardiology  jour- 
nal. Dr.  Betty  Hibler  has  begun  practice  at 
Medical  Associates,  Clinton.  Dr.  Hibler  re- 
ceived the  M.D.  degree  from  the  University  of 
Michigan  Medical  School,  Ann  Arbor,  Michi- 
gan and  completed  a surgery  residency  at  U. 
of  I.  Hospitals  and  Clinics.  She  previously 
practiced  in  Manistee,  Michigan.  Dr.  Jose  An- 
gel has  joined  Des  Moines  Internists,  P.C.  Dr. 
Angel  received  the  M.D.  degree  from  the  U. 
of  I.  College  of  Medicine  and  served  a resi- 
dency at  the  University  of  Nebraska  Medical 
Center,  Omaha,  Nebraska.  Dr.  Muhammad 
Pathan,  Dysart,  has  been  recognized  by  the 
U.S.  Public  Health  Service  for  his  work  on  be- 
half of  the  Peoples  Community  Health  Clinic 
in  Waterloo.  Dr.  James  Olney  has  joined  Dr. 
Surendra  Kumar  at  Medical  Associates,  Clin- 
ton. Dr.  Olney  received  the  M.D.  degree  from 
the  University  of  Michigan  Medical  School, 
Ann  Arbor,  Michigan  and  completed  a sur- 
gical residency  at  U.  of  I.  Hospitals  and  Clin- 
ics. He  had  been  in  private  practice  in  Michi- 
gan prior  to  locating  in  Clinton.  Dr.  Deborah 
Janicki  has  joined  Marengo  Medical  Center. 
Dr.  Janicki  received  the  M.D.  degree  from 
Emory  University  School  of  Medicine,  Atlanta, 
Georgia  and  completed  an  internship  there 


also.  Prior  to  locating  in  Marengo,  Dr.  Janicki 
practiced  on  Whidbey  Island,  off  the  coast  of 
Washington.  Dr.  Rex  Rundquist  has  joined 
the  pediatric  practice  of  Drs.  James  Boysen 
and  Ray  Sturdevant,  Sioux  City.  Dr.  Rund- 
quist received  the  M.D.  degree  from  the  U.  of 
I.  College  of  Medicine  and  served  a residency 
at  Children's  Hospital  Medical  Center,  Cincin- 
nati, Ohio.  Dr.  John  Eckstein,  dean  of  the  U. 
of  I.  College  of  Medicine,  has  retired  after  40 
years  of  service.  Dr.  Eckstein  received  the  M.D. 
degree  and  completed  his  residency  at  the  U. 
of  I.  College  of  Medicine.  He  was  appointed 
a professor  in  the  Department  of  Internal  Med- 
icine in  1965  and  became  dean  in  1970.  Dr. 
Mark  Muilenburg  has  joined  the  medical  staff 
at  Orange  City  Medical  Clinic  and  Municipal 
Hospital.  Dr.  Muilenburg  received  the  M.D. 
degree  at  the  U.  of  I.  College  of  Medicine  and 
completed  a family  practice  residency  program 
in  Davenport.  Dr.  Kathleen  Grauerholz  has 
joined  Marshalltown  Family  Physicians.  Dr. 
Grauerholz  received  the  M.D.  degree  at  the  U. 
of  I.  College  of  Medicine  and  completed  a res- 
idency at  Iowa  Lutheran  Hospital,  Des  Moines. 
Dr.  Craig  Herther,  Dubuque  Otolarngology- 
Head  and  Neck  Surgery,  P.C.,  was  recently 
certified  by  the  American  Academy  of  Facial 
Plastic  and  Reconstructive  Surgery.  Dr.  Rafael 
Segrera  has  begun  medical  practice  at  Fonta- 
nelle  Medical  Clinic.  Dr.  Segrera  received  the 
D.O.  degree  from  the  University  of  Osteo- 
pathic Medicine  and  Health  Sciences,  Des 
Moines  and  completed  an  internship  at  St.  Jo- 
seph Mercy  Hospital,  Mason  City.  Dr.  Steven 
Krogh  has  joined  the  Mason  City  Clinic.  Dr. 
Krogh  received  the  M.D.  degree  from  the  U. 
of  I.  College  of  Medicine  and  served  an  anes- 
thesiology residency  there  also.  He  has  been 
affiliated  with  Muscatine  Health  Center  and 
U.  of  I.  Family  Practice  Residency  Program. 
Dr.  Warren  Pevnick  has  joined  Ottumwa 
Medical  Clinic.  Dr.  Pevnick  received  the  D.O. 
degree  from  Kirksville  College  of  Osteopathic 
Medicine,  Kirksville,  Missouri  and  completed 
an  internal  medicine  residency  at  Normandy 
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Metropolitan  Hospital,  St.  Louis,  Missouri.  Dr. 
Varina  Des  Marias  has  retired  after  50  years 
of  medical  practice  in  Grundy  Center.  Dr.  Des 
Marias  received  the  M.D.  degree  at  the  U.  of  I. 
College  of  Medicine  and  served  internships  at 
the  State  Hospital,  Clarinda  and  at  East  Cleve- 
land Hospital,  Cleveland,  Ohio.  Dr.  Robert 
Whinery,  Sioux  City,  has  been  given  the  Honor 
Award  by  the  American  Academy  of  Oph- 
thalmology. Dr.  Whinery,  an  ophthalmologist 
in  Sioux  City  for  29  years,  was  cited  for  his 
dedication  and  outstanding  service. 


Deaths 


Dr.  Raymond  Nielsen,  63,  Charles  City,  died 
September  8 at  Floyd  County  Memorial  Hos- 
pital. Dr.  Nielsen  received  the  M.D.  degree 


from  the  U.  of  I.  College  of  Medicine  and  served 
his  radiology  residency  there  also.  He  prac- 
ticed in  Charles  City  and  the  surrounding  area 
for  23  years,  retiring  in  1984. 

Dr.  Dwight  Sattler,  79,  Kalona,  died  Septem- 
ber 11  at  Mercy  Hospital,  Iowa  City.  Dr.  Sattler 
received  the  M.D.  degree  at  the  U.  of  I.  College 
of  Medicine  and  served  an  internship  at  the 
University  of  Wisconsin  General  Hospital, 
Madison,  Wisconsin.  Dr.  Sattler  practiced  in 
Kalona  for  45  years,  retiring  in  1990.  He  was 
a life  member  of  the  Iowa  Medical  Society. 

Dr.  James  Stallings,  53,  Des  Moines,  died  Sep- 
tember 11.  Dr.  Stallings  received  the  M.D.  de- 
gree from  the  University  of  Pennsylvania 
School  of  Medicine,  Philadelphia,  Pennsylva- 
nia and  completed  a plastic  surgery  residency 
at  New  York  University  Medical  Center,  New 
York.  Dr.  Stallings  practiced  in  Des  Moines  for 
nearly  20  years. 


HAWKEYE 

MEDICAL 

SUPPLY ; INC. 

CUSTOMER  SERVICE 


While  our  competitors  are  trying  to  rediscover  its  meaning,  we 
are  daily  redefining  the  term  “customer  service.”  Nineteen 
ninety-one  is  our  sixteenth  year  in  the  customer  service  business 
— we  just  happen  to  handle  medical  equipment  and  supplies. 


HOME  OFFICE:  225  E PRENTISS  STREET,  IOWA  CITY,  IA  52244  (31 9)  337-31 21 

BRANCH  OFFICES:  7212  UNIVERSITY  AVE,  DES  MOINES,  IA  50311  (515)274-4015 
901  E KIMBERLY  RD,  DAVENPORT,  IA  52807  (319)386-1345 

IOWA  WATS  'After  the  sale ...  it's  the  SERVICE  that  counts. ' 

1-800-272-6448 


Your 

robco-t 

dealer 
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Classified  Advertising 


CLASSIFIED  ADVERTISING  RATE  — $3  per  line , $30 
minimum  per  insertion.  NO  CHARGE  TO  MEMBERS 
OF  IOWA  MEDICAL  SOCIETY.  Copy  deadline  — 1st 
of  the  month  preceding  publication. 


MANKATO  CLINIC,  LTD.  — A progressive  group  practice  is  seeking 
BE/BC  physicians  in  the  following  specialties:  dermatology,  family 
practice,  gastroenterology,  invasive  cardiology,  oncology/hematology, 
pediatrics,  urology,  orthopedic  surgery,  pulmonology  and  general  in- 
ternal practice.  The  Mankato  Clinic  is  a 50-doctor  multispecialty  group 
practice  in  south  central  Minnesota  with  a trade  area  population  of 
+ 250,000.  Guaranteed  salary  first  year,  incentive  thereafter  with  full 
range  of  benefits  and  liberal  time  off.  For  more  information,  call  Roger 
Greenwald,  Executive  Vice  President  or  Dr.  B.C.  McGregor,  President 
at  507/625-1811  or  write  501  Holly  Lane,  Mankato,  Minnesota  56001. 


LONE  TREE,  IOWA  — Longtime  established  general  practice  and 
equipped  2-person  clinic.  Available  June  1,  1992.  25  minutes  from  Iowa 
City,  Mercy  Hospital,  University  Hospitals.  I am  retiring  after  32  years 
of  practice  in  this  progressive  community  of  1100,  with  46-bed  care 
center  (JCAH  accredited)  and  school  K-12.  For  more  information  contact 
Keith  F.  Mills,  M.D.,  107  Jayne  St.,  Lone  Tree,  Iowa  52755  or  call  319/ 
629-4214  (office),  319/629-4220  (residence). 


FAMILY  PRACTICE,  DEWITT,  IOWA  — (20  miles  north  of  Davenport, 
Iowa).  BC/BE  FP  needed  to  take  over  a practice  on  June  1,  1992.  Well 
established  practice.  Guaranteed  salary.  Jim  Ragland,  Administrator, 
DeWitt  Community  Hospital,  1118  11th  Street,  DeWitt,  Iowa  52742;  319/ 
659-3241. 


McCRARY-ROST  CLINIC,  P.C.  — Seeking  family  practice/general 
practice  physicians  for  their  unique  rural  practice.  Practice  opportuni- 
ties are  available  in  Gowrie,  Iowa  and  Lake  City,  Iowa.  TTie  group 
includes  7 family/general  practice  physicians,  one  general  internist,  2 
general  surgeons  and  2 physician  assistants.  New  facilities,  guaranteed 
salary  with  incentive,  full  range  of  benefits,  liberal  time  off.  A com- 
bination of  professional  excellence  and  quality  life-style.  For  more  in- 
formation, contact  Ed  Maahs,  Administrator  or  Dave  Linder,  Associate 
Administrator  at  800/262-6230  or  712/464-3194. 


FACULTY  POSITIONS,  DEPARTMENT  OF  SURGERY  — The  Uni- 
versity of  Iowa  Department  of  Surgery  invites  applications  for  faculty 
positions  of  all  ranks  for  M.D.s  with  special  qualifications  in:  1)  all 
areas  of  general  surgery  and  plastic  surgery,  2)  cardiothoracic  surgery 
and  3)  neurosurgery.  Full  or  part-time  associate  positions  are  available 
in  the  Emergency  Treatment  Center.  Women  and  minorities  are  en- 
couraged to  apply.  Direct  written  only  inquiries  and  curriculum  vitae 
to  R.  J.  Corry,  M.D.,  Professor  and  Head,  Department  of  Surgery, 
University  of  Iowa  College  of  Medicine,  Iowa  City,  Iowa  52242.  Please 
specify  specialty.  We  are  an  Equal  Opportunity/Affirmative  Action  Em- 
ployer. 


COUNCIL  BLUFFS  AREA  — Looking  to  share  1 or  2 days/week  office 
space.  We  will  provide  personnel,  only  need  installations.  A procedure 
room  for  minor  oupatient  procedures  is  preferable.  Contact  515/222- 
1953  for  details. 


DENISON,  IOWA  — Seeking  director,  full-time  or  part-time  physicians 
for  newer  low  volume,  72-bed  hospital  emergency  department.  Dem- 
ocratic group,  excellent  compensation,  paid  malpractice  insurance  with 
unlimited  tail  coverage  and  full  benefit  package  to  full-time  staff.  Li- 
cense reimbursement  for  out-of-state  physicians.  Other  locations  cur- 
rently available.  Contact  Acute  Care,  Inc.,  P.O.  Box  515,  Ankeny,  Iowa 
50021;  1-800/729-7813. 


BC/BE  PEDIATRICIAN  — Needed  to  join  group  of  6 within  70-phy- 
sician  multispecialty  clinic.  This  growing  and  diverse  practice  offers  a 
competitive  salary  plus  incentive,  insurances  and  benefits,  excellent 
hospitals,  schools,  colleges,  cultural  and  recreational  activities  in  town 
of  60,000.  Practice  serves  a tri-state  area  of  225,000  population.  Send 
C.V.  to  Denis  P.  Albright,  Director  of  Physician  Recruiting,  Medical 
Associates  Clinic,  P.C.,  1000  Langworthy,  Dubuque,  Iowa  52001  or  call 
319/589-9981. 


OB/GYN,  ORTHOPEDIC  SURGEON,  FP  — Midwest  community  45 
minutes  from  Des  Moines,  Iowa  seeks  OB/GYN  to  join  group  of  4 BC 
physicians.  Immediate  patient  base.  Excellent  income  guarantee  and 
benefits.  ORTHOPEDIC  SURGEON  sought  for  private  practice.  Inter- 
est in  hand  or  total  joint  especially  welcome.  Income  guarantee  plus 
comprehensive  benefits  package.  JCAH  surgical  center.  Several  FAM- 
ILY PRACTICE  opportunities  available;  join  8 BC  FPs  in  1:9  call.  Join 
garden  variety  practice  or  hospital  owned,  family  health  center.  No  call. 
Call  Darlene  Graffio,  E.G.  Todd,  1-800/669-9822. 


IMPORTANT  OPPORTUNITIES  — Dermatology,  family  practice,  oc- 
cupational medicine,  obstetrics/gynecology.  BE/BC  for  expanding  36- 
physician  multispecialty  group.  Dynamic  area  hub  city  of  30,000  ranked 
7th  in  Midwest  in  desirability/quality  of  life.  Referral  area  250,000  in- 
cluding 6 important  satellites.  Superb  secondary  level  hospital  advan- 
tages. Equidistant  from  Minneapolis  and  Des  Moines  on  1-35.  Secure 
future  with  guaranteed  salary,  incentive  income,  outstanding  benefits. 
Information  wats  1-800/798-4321  or  write  to  Recruitment  Coordinator, 
Park  Clinic,  890  North  Eisenhower,  Mason  City,  Iowa  50401. 


FAMILY  PRACTICE  & INTERNAL  MEDICINE  — Opportunities  for 
BC/BE  physicians  to  join  progressive  primary  care  satellite  clinics  in 
Barron  and  Chippewa  Falls,  Wisconsin.  These  clinics  are  part  of  the 
Midelfort  Clinic,  a multispecialty  clinic  in  Eau  Claire,  Wisconsin  which 
is  owned  and  managed  by  the  physicians.  An  outstanding  2-year  guar- 
antee, bonus  and  comprehensive  benefit  package  is  being  offered.  Bar- 
ron and  Chippewa  Falls  are  communities  with  excellent  school  systems, 
wonderful  outdoor  recreation  and  quality  family  life.  Close  to  both  Eau 
Claire  and  Minneapolis/St.  Paul,  these  positions  are  available  due  to 
community  growth  and  demand.  Please  contact  Debbie  Bakula,  Ca- 
swell/Winters, 11400  W.  Lake  Park  Drive,  Milwaukee,  Wisconsin  53224, 
1-800/236-0488. 


INTERNAL  MEDICINE  — Shenandoah,  Iowa,  well-balanced  practice 
opportunity  including  consultations  and  procedures,  good  on-call 
schedule  with  BC  internist.  Desirable,  family  oriented  community  with 
very  solid  economic  base.  Progressive  hospital  with  congenial  medical 
staff  and  subspecialty  clinic  program.  Contact  David  Drew,  Adminis- 
trator, Shenandoah  Memorial  Hospital,  300  Pershing,  Shenandoah,  Iowa 
51601  or  call  712/246-1230. 


FOR  SALE  — Waterloo  used  examination  tables,  chairs  and  filing  cab- 
inets for  charts.  Call  Martin  Sands,  M.D.,  1-800/245-6246. 
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ROBERT  A.  HAYNE,  M.D. 
THOMAS  A.  CARLSTROM,  M.D. 
DAVID  J.  BOARINI,  M.D. 

1215  PLEASANT,  SUITE  608 
DES  MOINES  50309 
515/283-5760 

NEUROLOGICAL  SURGERY 


OPHTHALMOLOGY 


NORTH  IOWA  EYE  CLINIC,  P.C. 

ADDISON  W.  BROWN,  JR.,  M.D. 

MICHAEL  L.  LONG,  M.D. 

BRADLEY  L.  ISAAK,  M.D. 

RANDALL  S.  BRENTON,  M.D. 

JAMES  L.  DUMMETT,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 

GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 

WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D. 

RUSSELL  H.  WATT,  M.D. 

JOHN  M.  GRAETHER,  M.D. 

RUSSELL  R.  WIDNER,  M.D. 

GILBERT  W.  HARRIS,  M.D. 

JAMES  A.  DAVISON,  M.D. 

NORMAN  F.  WOODLIEF,  M.D. 

ERIC  W.  BLIGARD,  M.D. 

DAVID  D.  SAGGAU,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/754-6200 
SATELLITE  OFFICES: 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

300  SOUTH  KENYON  ROAD 
FORT  DODGE  50501 
515/576-7777 

516  SOUTH  DIVISION  STREET 
CEDAR  FALLS  50613 
319/277-0103 

OPHTHALMIC  ASSOCIATES,  P.C. 

ROBERT  D.  WHINERY,  M.D. 

STEPHEN  H.  WOLKEN,  M.D. 

ROBERT  B.  GOFFSTEIN,  M.D. 

LYSE  S.  STRNAD,  M.D. 

540  E.  JEFFERSON,  SUITE  201 
IOWA  CITY  52245 
319/338-3623 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D. 

JAMES  W.  WHITE,  M.D. 

CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 

IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D. 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIC,  D.O. 

MARK  K.  ZLAB,  M.D. 

1215  PLEASANT,  SUITE  408 
DES  MOINES  50309 
515/283-5780 
1/800/248-4443 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 

PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

ROBERT  G.  SMITS,  M.D.,  P.C. 

1040  5TH  AVENUE 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 
HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL 
SERVICES  FOR  ADULTS,  ADOLESCENTS, 
CHILDREN  AND  INFANTS 


PULMONARY  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & CRITICAL 
CARE  ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 

DONALD  L.  BURROWS,  M.D. 

MICHAEL  WITTE,  D.O. 

PULMONARY  DISEASES 
1601  NW  114TH,  SUITE  347 
DES  MOINES  50325-7072 
24  HOUR  515/224-1777 


PATHOLOGY 


LABORATORY  OF  CLINICAL  MEDICINE 
DAVID  W.  GAUGER,  M.D. 

ROBERT  L.  MAAS,  M.D. 

L.  JEFF  RISSMAN,  M.D. 

11380  AURORA  AVENUE 
DES  MOINES  50322 
515/276-8402 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


REHABILITATION  MEDICINE  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 
CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

YOUNKER  REHABILITATION 
CENTER 

IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 
515/283-6434 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 

SINESIO  MISOL,  M.D. 

411  LAUREL,  SUITE  3300 
DES  MOINES  50314 
515/247-8400 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

SURGICAL  AFFILIATES,  P.C. 

JAMES  M.  CATERINE,  M.D.,  F.A.C.S. 

C.  DAVID  SMITH,  M.D. 

KATHLEEN  L.  SMITH,  M.D. 

KENDALL  REED,  D.O.,  F.A.C.O.S. 

STEVEN  A.  CAHALAN,  M.D. 

ONYEBUCHI  UKABIALA,  M.D.,  F.R.C.S. 
JOHN  STERN,  M.D. 

411  LAUREL,  SUITE  2100 
MERCY  MEDICAL  PLAZA  EAST 
DES  MOINES  50314 
515/247/3266 

GENERAL,  THORACIC,  VASCULAR, 
ONCOLOGIC  AND  PEDIATRIC  SURGERY 

WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/283-5767 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 
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In  the  Public  Interest 


Leaving  the  Pack  Behind 


In  1971  Arthur  mullaney  challenged  the 
citizens  of  Randolf,  Massachusetts  to  give 
up  cigarettes  for  the  day  and  donate  the  money 
to  a high  school  scholarship  fund.  Mullaney 
called  the  event  a “smokeout." 

In  1974,  newspaper  publisher  Lynn 
Smith's  campaign  to  get  his  town,  Monticello, 
Minnesota  to  go  smokeless  for  one  day  laid 
the  foundation  for  the  Great  American  Smoke- 
out,  a nationwide  event.  Smith's  event  re- 
ceived extensive  media  coverage  and  was 
adopted  by  the  American  Cancer  Society 
(ACS). 

Fifteenth  Anniversary 

The  first  Great  American  Smokeout  took 
place  on  November  20,  1976  and,  since  that 
time,  the  percentage  of  American  adults  who 
smoke  is  down  from  37%  to  30%.  A sense  of 
humor  and  good-natured  encouragement  are 
the  cornerstones  of  the  Smokeout  — an  ap- 
proach the  ACS  believes  is  more  effective  than 
nagging  or  scolding. 

“We  have  to  continue  to  emphasize 
healthy  choices  whenever  we  can,"  comments 
ACS  volunteer  David  Pike,  vice  president  of 
First  Interstate  Bank  in  West  Des  Moines.  “The 
numbers  show  that  a smaller  percentage  of  our 
population  smokes." 

According  to  a Gallup  survey,  18.9  million 
smokers  (nearly  38%  of  the  nation's  smokers) 
participated  in  last  year's  smokeout  challenge 
(up  1 million  from  1989);  7.4  million  stayed  off 
cigarettes  for  the  day.  The  goal  of  the  Novem- 
ber 21,  1991  Smokeout  is  to  help  20%  of  smok- 
ers take  a breather  for  24  hours.  Governor  Rob- 
ert Ray  has  been  chairman  of  the  Iowa 
Smokeout  for  4 years  and  is  a “great  sup- 
porter" of  the  event,  says  Pike. 

There  are  38  million  smokers  in  the  U.S. 
today  and  perhaps,  says  the  ACS,  some  of 


these  people  are  breathing  easier  because  of 
the  smokeout.  The  overall  goal  of  the  ACS  is 
clearing  all  cigarette  smoke  from  America's  air 
by  the  year  2000.  Surveys  show  attitudes  to- 
ward smoking  have  changed  during  the  past 
decade  and  are  still  changing. 

Most  Smokers  Want  to  Quit 

Smoking  is  increasingly  unpopular  with 
the  general  population.  Most  Americans  think 
smoking  in  the  workplace  should  be  restricted 
and  a majority  think  smokers  shouldn't  smoke 
in  the  presence  of  others.  And,  perhaps  the 
most  telling  statistic,  90%  of  smokers  say  they 
want  to  quit. 

But,  there  is  much  to  be  done.  The  per- 
centage of  people  who  smoke  is  down,  but 
those  who  still  smoke  seem  to  be  smoking 
more.  Heavier  smoking  by  women  and  teen- 
agers is  becoming  a particular  cause  for  con- 
cern. Cigarette  companies  are  mounting  agres- 
sive  campaigns  against  the  antismoking 
movement. 

What  can  physicans  do?  Plenty,  says 
David  Pike. 

"Physicians  must  emphasize  to  their  pa- 
tients the  dangers  of  what  they  are  doing  when 
they  smoke.  Physicians  should  also  be  aware 
of  the  increase  in  smoking  among  teenagers 
— especially  teenage  girls,"  he  cautions. 

Physicians  also  have  an  obligation  to 
"support  smoke  free  environments  in  their  of- 
fices and  all  hospitals,"  Pike  concludes. 
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President's  Privilege 


R.  Bruce  Trimble,  M.D. 


Four  P's 


AS  A PROFESSIONAL  ASSOCIATION,  the  Iowa 
Medical  Society  is  guided  by  certain 
Principles  which  are  embodied  in  Policies,  or 
action  guidelines.  We  live  in  a complex  soci- 
ety where  other  groups  also  have  policies 
which  may  bear  on  or  conflict  with  our  own. 
So  we  engage  in  Politics,  the  process 
whereby  the  larger  society  arbitrates  compet- 
ing interests  as  it  makes  social  policy. 

Physicians  expect  the  IMS  to  represent 
them  vigorously  in  this  process,  and  it  does. 
Success  depends  not  only  on  good  policies 
and  effective  work  in  Des  Moines,  but  also 
on  involvement  of  physicians  at  home.  Legis- 
lators frequently  are  more  influenced  by  con- 
stituent contacts  and  advice  from  physicians 
they  know  and  trust  than  by  lobbyists  at  the 
Statehouse.  Hundreds  of  physicians  make 
thousands  of  such  contacts  every  year.  Their 
efforts  are  facilitated  by  the  IMS  Statehouse 
Update,  Mini  Messages,  Legislative  hotline. 
Doctor  of  the  Day  program,  key-contact  pro- 
gram and  the  IMS /IMS A phone  bank  and 
legislative  Mini-internships.  Most  physicians 
do  this  well  and  seem  to  enjoy  doing  it.  If 
you  would  like  to  become  more  involved, 
contact  Tim  Gibson  at  the  IMS. 

A legislative  program  will  obviously  be 
most  effective  if  we  can  deal  with  thoughtful, 
effective  and  receptive  legislators.  It  is  here 
that  the  fourth  P,  PAC,  becomes  important. 

Running  for  office  is  expensive.  In  my 
area,  one  losing  legislative  candidate  in  1988 
spent  more  than  $33,000.  Small  contributions 
carry  little  weight  in  such  expensive  cam- 
paigns. PAC's  make  it  possible  for  individual 


contributors  with  similar  interests  to  pool 
their  efforts  for  maximum  impact. 

PAC  contributions  do  not  buy  votes.  The 
values  and  philosophies  of  individuals  sup- 
ported by  IMP  AC  already  reflect  those  of  lo- 
cal physicians  because  they  are  selected 
largely  on  the  basis  of  recommendations  and 
interviews  by  these  physicians. 

The  IMP  AC  board  also  considers  a can- 
didate's electability  and  position  in  the  legis- 
lature. Both  Republicans  and  Democrats  are 
supported.  Over  the  last  several  elections 
about  80%  of  IMP  AC-backed  candidates  have 
won  their  elections. 

A final  and  unannounced  P,  the  Pitch. 
The  1992  election  will  present  tremendous 
opportunities  for  IMP  AC  and  AMP  AC.  Be- 
cause of  reapportionment,  there  will  be  more 
open  seats  and  tough  fights  than  at  any  time 
in  recent  years.  We  need  your  contribution  to 
make  the  most  of  these  opportunities.  Please 
check  the  IMPAC/AMPAC  box  on  your  dues 
statement. 

I'll  close  on  an  unrelated  topic.  The  win- 
ter solstice  is  a time  of  wonder  and  promise. 
The  southward  marching  sun  pauses  and 
then  begins  to  move  north.  Nights  shorten 
and  we  know  warmth  will  again  return.  It  is 
fitting  that  Christmas  comes  at  this  time. 
Peace  and  best  wishes  for  the  holidays. 


R.  Bruce  Trimble,  M.D. 

President 
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Colleagues  for  a Day 


STATE  SENATOR  LEONARD  BOSWELL  probably 
would  have  made  a good  physician.  He 
has  a quietly  reassuring  demeanor  and  at 
least  one  other  necessary  quality  — he's  ob- 
servant. 

The  Senator  gathered  in  plenty  of  im- 
pressions during  his  day  practicing  medicine 
with  Dr.  Mark  Young  in  Creston.  Some  as- 
pects of  medical  practice  were  exactly  what 
he  expected;  others  were  a surprise. 

Dr.  Young,  a family  physician  in  the 
Creston  Medical  Clinic,  and  Senator  Boswell, 
a Democrat  from  Davis  City,  were  partici- 
pants in  the  Iowa  Medical  Society's  Mini-In- 
ternship program  this  fall.  Through  the  pro- 
gram, lawmakers  get  an  intimate  look  at  a 
medical  practice  by  spending  the  day  with  an 
Iowa  physician.  The  theory  behind  the  pro- 
gram? It's  easier  to  judge  a man  when  you've 
walked  a mile  in  his  shoes. 

The  highly-successful  program  is  in  its 
third  year.  Through  the  efforts  of  the  IMS 
Auxiliary,  26  mini-internships  with  Iowa 
physicians  were  arranged  for  state  legislators 
this  fall.  The  week  following  Senator  Bos- 
well's visit.  Dr.  Young  also  hosted  State  Rep- 
resentative Horace  Daggett. 

"I  heard  about  this  program  from  an- 
other senator  who  said  it  was  great,"  com- 
mented Senator  Boswell,  who  is  chairman  of 
the  Senate  Appropriations  Committee  and  a 
farmer  by  trade.  "On  a scale  of  1 to  10,  I'd 
give  this  experience  a 10." 

Planned  a " Normal " Day 

Dr.  Young  made  a point  not  to  plan  spe- 
cial activities  for  the  senator's  visit.  He 
wanted  him  to  see  a "normal"  day.  The  day 
started  early,  with  a breakfast  meeting  of  the 
hospital's  utilization  review  committee.  Then 
it  was  on  to  hospital  rounds.  The  remainder 


of  the  day  was  spent  seeing  patients  in  the 
clinic. 

"Senator  Boswell  is  an  experienced  legis- 
lator. He  would  have  known  right  away  if  I 
started  lobbying  him.  I decided  it  was  better 


' I've  always  thought  being  a 
physician  was  an  awesome  re- 
sponsibility. I was  right/ 


to  let  my  day-to-day  activities  speak  for 
themselves  and  not  try  to  be  political,"  said 
Dr.  Young.  "I  hope  I gave  him  a perspective 
on  Iowa  physicians." 

The  perspective  Dr.  Young  gave  was  ap- 
parently a good  one.  "I  enjoyed  very  much 
the  warm  relations  between  Dr.  Young  and 
his  patients,"  observed  Senator  Boswell.  "I 
like  his  bedside  manner." 

According  to  Dr.  Young,  the  Senator  was 
"inundated"  by  hospital  staffers  who  wanted 
to  discuss  health  care  issues  after  the  utiliza- 
tion review  committee  meeting.  Staff  mem- 
bers at  the  clinic  also  spoke  to  the  Senator 
about  problems  with  governmental  regula- 
tions and  third  party  payers. 

"They  took  the  opportunity  to  air  their 
concerns,"  revealed  Dr.  Young,  smiling.  Sen- 
ator Boswell  was  happy  to  listen,  and  was  fa- 
vorably impressed  by  the  utilization  review 
committee. 

"They  were  very  sincere  about  reviewing 
each  other's  work,"  commented  Senator  Bos- 
well. 

A Look  at  Paperwork 

The  Senator  did  not  get  a positive  im- 
pression when  clinic  staff  showed  him  the 
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Senator  Leonard  Boswell  (left)  with  Dr.  Mark  Young  and  patient  Amy  Teutsch. 


mounds  of  paperwork  required  for  patients 
in  Title  19  and  other  programs. 

Obviously,  there's  room  for  improve- 
ment," he  said.  "I  don't  know  if  I can  do 
anything  about  it,  but  I'm  sure  aware  of  it 
now."  Senator  Boswell  says  he's  also  very 
concerned  about  other  factors  — particularly 
Medicare  reimbursement  — which  discour- 
age physicians  like  Dr.  Young  from  practic- 
ing in  rural  Iowa. 

Dr.  Young  and  Senator  Boswell  enjoyed 
each  other's  company  and  even  discovered  a 
common  interest  in  fishing. 

"We  touched  on  a lot  of  different  top- 
ics," said  Dr.  Young.  "It  was  great  to  have 
him  here  — sometimes  you  feel  like  your 
lawmakers  are  far  away  and  inaccessible." 

"I'll  definitely  sign  up  for  this  program 
again  next  year,"  commented  the  Senator. 
"I've  always  thought  being  a physician  was 
an  awesome  responsibility.  I was  right." 

At  the  end  of  their  day  together.  Senator 
Boswell  invited  Dr.  Young  to  come  to  the 
Statehouse  and  observe  the  lawmaking  pro- 
cess. 

"If  you  have  the  stomach  for  it,"  he 
joked. 


The  other  side  of  the  coin... 

Would  you  like  to  see  the 
Iowa  Legislature  in  action? 
Sign  up  to  be  an  IMS 
’Doctor  of  the  Day’ 

Come  to  the  Statehouse 
and  see  laws  being  made. 

Visit  your  local  legislator 
at  work.  Sit  in  on  key 
committee  meetings. 

Dates  in  late  January  and 
all  of  February  still  available! 

FOR  MORE  INFORMATION, 

CONTACT  DEAN  WEST  AT  THE  IMS, 
(515)  223-1401  or  (800)  747-3070 
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Health  Care  Issues  will  be 
Overshadowed  in  1992 


CLARENCE  H.  DENSER,  JR.,  M.D. 
Des  Moines,  Iowa 


The  ailing  budget  and  upcoming  elec- 
tions will  dominate  the  1992  session 
of  the  Iowa  Legislature , says  the 
chairman  of  the  IMS  Committee  on 
Legislation. 


The  1992  SESSION  OF  THE  iowa  General  As- 
sembly is  expected  to  be  a short  one 
dominated  by  budget  battles  and  preoccupa- 
tion with  campaigning  in  new  districts  in  the 
upcoming  elections. 

While  physicians  are  as  concerned  about 
the  state's  fiscal  health  as  other  Iowans,  there 
are  several  budget  areas  of  specific  interest  to 
the  medical  community. 

Reimbursement  affects  our  ability  to 
serve  Medicaid  patients.  Setting  reimburse- 
ment at  a level  which  at  least  covers  practice 
costs  is  an  important  factor  in  making  sure 
we  can  continue  to  serve  these  patients.  Most 
non-nursing  home  Medicaid  patients  are 
mothers  and  young  children  or  pregnant 
women.  Access  to  care  (or  lack  of  it)  for  these 
groups  has  a long-term  impact  on  the  health 
of  many  Iowans. 

Funding  for  Board  of  Medical  Examiners 
activities  not  only  affects  the  BME's  ability  to 
perform  disciplinary  functions,  but  directly 


affects  their  ability  to  issue  licenses  in  a 
timely  manner  to  physicians  locating  in  Iowa. 
For  those  among  us  who  have  gone  to  con- 
siderable time  and  expense  to  recruit  a new 
partner  and  for  people  living  in  communities 
that  need  more  doctors,  an  efficient  licensing 
process  is  critical.  BME  activities  are  funded 
from  physician  license  fees,  but  any  money 
spent  still  must  be  appropriated  by  the  legis- 
lature and  approved  by  the  governor. 

Collection  of  vital  statistics  and  disease 
and  injury  reports  and  many  other  routine 
health  and  safety  activities  of  the  Department 
of  Public  Health  need  sufficient  funding  to  be 
effective.  Health  related  programs  compete 
for  a fair  share  of  limited  state  funds  with  a 
multitude  of  other  interests. 

All  state  agencies  and  programs  were  af- 
fected to  some  degree  by  the  3.25%  across  the 
board  cut  and  last  summer's  reduction  in 
workforce.  It  has  become  increasingly  diffi- 
cult to  find  places  to  limit  state  expenditures 
without  eliminating  operations  and  pro- 
grams. Both  the  governor  and  the  legislature 
have  committees  examining  state  operations 
to  look  for  ways  to  deliver  services  more  effi- 
ciently. At  this  writing,  recommendations 
hadn't  been  issued. 

Medicaid  is  Key  Issue 

IMS  priorities  for  1992  reflect  the  politi- 
cal conditions  of  the  state. 

At  the  top  of  the  list  is  Medicaid  reim- 
bursement for  physician  services.  The  IMS 
urges  legislators  to  bring  overall  physician 
reimbursement  at  least  up  to  the  July  1,  1990 
level  (the  level  before  the  rollback)  and  fur- 
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ther  improve  reimbursement  for  obstetrical 
and  pediatric  services.  Under  federal  law,  all 
federal  Medicaid  funds  are  jeopardized  if  the 
state  does  not  maintain  access  to  OB  and  pe- 
diatric services  by  meeting  certain  criteria. 
The  IMS  is  monitoring  this  situation  closely. 

The  IMS  also  recommends  eliminating 
copayments  for  Medicaid  physician  services. 

Medicaid  ' Bootstrapping ' 

A Medicaid  tax  scheme  similar  to  those 
enacted  in  other  states  may  be  on  the  legisla- 
ture's agenda.  These  plans,  known  as  "boot- 
strapping" in  legislative  jargon,  draw  addi- 
tional federal  Medicaid  matching  funds  by 
taxing  Medicaid  providers,  reimbursing  pro- 
viders in  some  way  for  the  amount  of  the  tax 
and  submitting  the  reimbursed  tax  amount  to 
the  federal  government  as  a state  expenditure 
for  the  purpose  of  receiving  the  federal 
match. 

There  is  big  money  at  stake;  in  Iowa  this 
fiscal  year  for  every  $100  spent  for  Medicaid 
$35.37  is  paid  from  state  funds  and  $64.63 
from  federal  funds.  Therefore  every  $1.00  the 
state  spends  for  Medicaid  brings  in  about 
$1.83  from  the  federal  government.  State 
spending  alone  for  Medicaid  this  fiscal  year 
is  expected  to  be  $241,529,589. 

The  Health  Care  Financing  Administra- 
tion (HCFA),  the  federal  agency  responsible 
for  Medicaid,  is  trying  to  eliminate  these  tax 
schemes  but  has  strong  opposition  from 
states  who  depend  on  the  additional  federal 
funds.  The  IMS  does  not  believe  bootstrap- 
ping is  a solution  to  the  state's  fiscal  prob- 
lems, especially  in  the  face  of  HCFA's  oppo- 
sition, administrative  costs  and  the  increased 
administrative  burden  on  providers. 

Scope  of  practice  issues  for  limited 
health  care  practitioners  are  also  at  the  top  of 
the  IMS  priority  list.  We  will  again  be  work- 
ing to  establish  a commission  to  provide  ob- 
jective information  to  legislators  on  proposals 
to  expand  the  scope  of  practice  of  limited 
health  care  practitioners. 

Also  on  the  agenda  again  is  the  pending 
legislation  to  allow  nurse  anesthetists  to  pre- 
scribe. The  IMS  will  continue  to  oppose  this 
proposal  since  patient  safety  requires  that  a 
fully-trained  physician  have  overall  responsi- 
bility for  care  of  the  patient.  Extending  pre- 
scribing privileges  to  nurse  anesthetists  is  un- 


IMS 

Legislative 

Priorities 

Medicaid 

Improve  reimbursement,  especially 
for  OB  and  pediatrics 

Eliminate  copayments 

Oppose  "bootstrapping"  tax  scheme 

Scope  of  practice 

Establish  commission  to  study  scope 
of  practice  issues 

Oppose  prescribing  by  nurse 
anesthetists 

Liability 

Immunity  for  free  medical  care  to 
indigent 


necessary  since  a physician  is  always  present 
to  prescribe  drugs  needed  in  surgery. 

Tort  Reform  on  Hold 

Little  activity  is  expected  on  liability  is- 
sues. The  legislative  climate  in  Iowa  and 
other  states  is  not  good  for  major  tort  re- 
forms. However,  in  response  to  direction  by 
the  1991  House  of  Delegates,  the  IMS  is  pro- 
posing legislation  to  provide  immunity  from 
liability  for  retired  physicians  who  provide 
free  medical  care  to  the  indigent.  Free  care 
provided  by  actively  practicing  physicians  is 
already  covered  under  their  usual  liability  in- 
surance policies.  We  don't  know  yet  how  this 
proposal  will  fare  in  the  1992  legislature. 

Many  other  issues  may  capture  legisla- 
tors' and  lobbyists'  attention.  Continuing 
publicity  has  kept  AIDS  issues  on  the  minds 
of  state  legislators.  The  U.S.  Congress  says 
state  health  departments  are  responsible  for 

(Continued  next  page) 
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ensuring  guidelines  similar  to  those  issued  by 
the  Centers  for  Disease  Control  are  in  effect. 
The  IMS  will  work  within  IMS  policy  to  en- 
sure legislative  decisions  on  these  issues  are 
based  on  facts  and  scientific  evidence  rather 
than  emotion. 

Tobacco  issues  will  probably  be  fairly 
quiet  after  the  IMS  and  other  Tobacco-Free 
Coalition  members  (primarily  the  American 
Lung  Association,  American  Heart  Associa- 


' Small  victories  occur  almost 
daily  because  legislators  know 
our  lobbyists  represent  constit- 
uents who  care  enough  to  get 
involved / 


tion  and  American  Cancer  Society)  success- 
fully lobbied  for  the  Adolescent  Tobacco  Use 
Prevention  Act  in  1991.  However,  the  tobacco 
industry  in  some  states  has  pushed  for 
“smokers'  rights"  legislation  to  protect  smok- 
ers for  civil  rights  and  employment  law  pro- 
tection similar  to  existing  antidiscrimination 
protections  for  minorities,  women  and  the 
disabled. 

Sensitivity  to  Voters 

Because  of  the  redistricting  plan  adopted 
in  1991  which  affects  both  state  legislative 
and  congressional  districts,  legislators  who 
choose  to  run  again  will  be  more  sensitive 
than  ever  to  how  issues  play  at  home.  Some 
legislators  find  themselves  living  in  districts 
which  are  almost  completely  different.  Some 
of  the  new  districts  now  contain  more  than 
one  senator  or  representative. 

Changes  have  already  begun  to  occur. 
Some  legislators  have  moved  to  a new  dis- 
trict where  there  is  no  incumbent  legislator. 
Others  will  voluntarily  retire  from  the  legisla- 
ture. Still  others  will  fight  it  out  in  the  pri- 
mary or  general  election  with  another  incum- 
bent in  the  same  district.  There  is  much 
insecurity  among  legislators  with  significant 
changes  in  their  district  boundaries. 

Because  of  these  changes  and  increased 
sensitivity  to  voters'  concerns,  especially  vot- 
ers in  their  new  districts,  this  may  be  an  es- 
pecially good  time  to  work  with  your  legisla- 


tors from  your  current  district  and  your  new 
district.  It  is  also  a good  time  to  offer  to  cam- 
paigning for  a legislator  who  has  been  help- 
ful or  to  improve  relations  with  one  who 
hasn't.  If  you  don't  know  who  your  state  leg- 
islators are,  call  IMS  public  affairs  staff. 

The  IMS  Legislative  Contact  Program 
will  again  play  a key  role.  Efforts  by  Legisla- 
tive Contact  Persons  were  instrumental  in 
success  on  the  Adolescent  Tobacco  Use  Pre- 
vention Act  and  other  IMS  priorities  in  1991. 
Small  victories  occur  almost  daily  when  IMS 
lobbyists  persuade  legislators  to  modify  bills 
to  help  prevent  negative  effects  on  physi- 
cians. They  achieve  these  successes  because 
legislators  know  our  lobbyists  represent  con- 
stituents who  care  enough  to  get  involved. 
Even  when  no  results  are  apparent,  contacts 
from  local  physicians,  their  families  and  of- 
fice managers  build  relationships  that  will 
have  a positive  impact  in  the  future.  There  is 
always  next  time! 

If  you  are  interested  in  becoming  more 
active  in  the  IMS  legislative  program,  contact 
IMS  public  affairs  staff. 


Our  Prescription  for 
Stressed  Out  Doctors 

Imagine  yourself  in  the  beauty  and  solitude  of  Cana- 
da's far  north.  Nature's  silence  is  only  broken  by 
the  splash  of  an  Arctic  Grayling  tail  dancing  across 
crystal  clear  waters.  Remember  your  dream  of  hear- 
ing the  call  of  the  loon  while  eating  a freshly  caught 
trout  cooked  the  shore  lunch  way.  Picture  the  spruce 
scented  air  with  skies  so  blue  they  must  have  been 
tinted  by  the  master  himself.  The  Arctic  airport  makes 
it  possible  for  professsional  people  to  take  a direct  4- 
hour  charter  flight  to  this  fishing  utopia. 

"Escape  to  Arctic  Paradise"  is  a 30-minute  VHS 
cassette  describing  the  lodge  and  fishing.  It  is  yours 
to  view  at  no  charge. 

Call  or  fax  us  today  for  our  information  and  the  VHS 
cassette.  We  are  owner  operated  and  care  about  you. 

Arctic  Lodges,  Ltd. 

12732  Pheasant  Run 
Burnsville,  MN  55337 
(612)  894-7943 
Fax  (612)  894-9410 
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Questions  and  Answers 


Mary  Hoppa,  M.D. 


Legislative  Process  is  an 
Eye-Opener  for  Young  Physician 


There  is  much  to  be  learned  through 
serving  on  an  IMS  committee.  How- 
ever, this  month's  author  says  answers 
to  the  toughest  questions  facing  medi- 
cine are  getting  harder  to  find.  Dr. 
Hoppa  has  been  a member  of  the  IMS 
Committee  on  Legislation  for  2 years. 


During  your  term  on  the  IMS  Committee  on 
Legislation,  what  have  you  learned  about  the 
Society's  legislative  program  and  the  lawmaking 
process? 

I have  served  only  a short  time  on  the  com- 
mittee, but  I have  learned  it  takes  much  longer 
than  I realized  to  enact  health  legislation.  I un- 
derstand why  legislating  major  issues  such  as 
tort  reform  and  scope  of  practice  would  take 
significant  time  and  energy;  I had  not  antici- 
pated that  issues  involving  public  safety  and 
health  would  take  so  much  effort. 

Adolescent  smoking  prevention,  motorcy- 
cle helmet  laws  and  funding  for  prenatal  care 
and  childhood  immunizations  are  all  aimed  at 
improving  public  health.  Yet,  these  issues  take 
an  inordinate  amount  of  time  to  research,  de- 
bate and  finally  vote  upon. 


Why  are  you  interested  in  how  legislation  is 
created  and  enacted? 

I believe  we  must  understand  the  rules  be- 
fore we  play  the  game.  We  must  know  the  basic 
principles  of  how  legislation  is  enacted  if  we 
are  to  have  a significant  impact  on  health  care 
legislation.  We  must  demonstrate  to  the  legisla- 
tors our  concern  regarding  all  facets  of  health 
legislation  so  they  will  allow  us  to  have  a 
greater  input  into  development  of  appropriate 
laws.  Legislation  on  HIV/ AIDS  is  a good  ex- 
ample of  why  we  need  to  try  harder  to  make 
sure  health  care  legislation  is  appropriate. 

We  also  need  to  take  a more  public  stand 
on  health  care  legislation.  Physicians  have  a 
tendency  to  express  their  interest  in  the  public's 
health  through  their  own  patients  and  not  in  a 
public  forum.  The  majority  of  people  like  their 
own  physician  but  their  opinions  of  physicians 
in  general  are  not  as  good.  We  need  to  show 
the  public  and  politicians  that  the  medical  com- 
munity has  always  been  interested  in  Iowa's 
health  policies. 

How  can  we  strike  a proper  balance  regarding 
resources  expended  on  health  care? 

Neither  the  medical  community  nor  the 
legislature  will  be  able  to  resolve  this  question 

(Continued  next  page) 
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alone.  What  level  of  health  care  can  society  af- 
ford? Until  the  public  clearly  understands  that 
medical  costs  will  not  go  down  until  demands 
on  the  system  are  reduced,  any  solution  will 
not  be  acceptable  to  most  people.  People  want 
the  “Cadillac  of  care"  at  Chevrolet  prices. 


We  must  demonstrate  to  the  leg- 
islators our  concern  regarding  all 
facets  of  health  legislation  so  they 
will  allow  us  to  have  a greater  in- 
put into  development  of  appro- 
priate laws/ 


Most  Medicare  funds  are  spent  during  the 
last  6 months  of  an  enrollee's  life.  We  have 
technologies  which  increase  quality  and  quan- 
tity of  life,  but  they  are  expensive.  At  what 
point  do  we  limit  the  use  of  these  technologies? 
Are  we  going  to  need  to  ration  medical  care  to 


cut  costs?  Or,  do  we  need  to  “rationalize" 
rather  than  ration  care? 

This  will  be  the  hardest  decision  for  legis- 
lators, physicians  and  the  public.  We  must  give 
medical  direction  as  these  decisions  are  made. 

What  do  you  hope  to  accomplish  through  the 
IMS  Committee  on  Legislation? 

I hope  to  become  familiar  with  the  legisla- 
tive process  and  better  acquainted  with  legisla- 
tors who  influence  health  care  issues.  Eventu- 
ally, I hope  to  have  an  impact  on  what  kinds 
of  health  care  bills  are  enacted.  Currently,  I 
have  met  only  my  first  goal. 

I hope  also  that  other  young  physicians 
become  involved  in  this  process.  We  are  led  by 
many  knowledgeable  physicians,  but  we  need 
more  young  physicians  since  we  will  deal  with 
these  issues  on  a long  term  basis. 

When  you  are  given  the  opportunity  to 
serve  on  an  IMS  committee,  take  the  ball  and 
run  with  it.  Learn  while  serving  on  the  commit- 
tee, and  use  that  knowledge  to  better  serve 
your  patients. 


Mercy’s  Addictions  Recovery  Center  gets  results! 
We  help  individuals  put  their  lives  back  together  with 
our  comprehensive  treatment  program.  We  focus  on 
the  medical,  behavioral,  psychological,  and  spiritual 
needs  of  the  individual,  while  encouraging  family 
support  and  involvement. 

Recovery  from  chemical  dependency  is  not  only 
possible,  it  happens  at  Mercy’s  Addictions  Recovery 
Center  every  day.  Our  proven  success  helps  patients 
develop  new  and  rewarding  lifestyles. 

Our  program  includes: 

• Medical  detoxification  services 

• Acute  inpatient  program 

• Heartland  Place  residential  program 

• Intensive  outpatient  treatment 

• Complete  aftercare 

• Prevention  and  education  services 

Call  today  for  a free  confidential  evaluation  and 
assessment  at  319-383-2799,  or  outside  the  Quad 
Cities  at  1-800-383-4677 


Mercy’s 

Addictions  Recovery  Center 

jCfll  Davenport,  Iowa 
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Letter  to  the  Editor 


"Babies  at  Risk"  Issue 
Timely  and  Comprehensive 

Dear  Editor: 

As  Iowa  looks  ahead  with  respect  to  its 
share  of  the  American  struggle  with  sub- 
stance abuse,  certainly  one  of  its  most  seri- 
ous, and  from  a public  point  of  view,  less 
well  understood  aspects,  is  the  “fetal  syn- 
drome." 

The  September  issue  of  IOWA  medicine 
concerning  this  sinister  threat  was  up  to  its 
award  winning  status  with  its  forthright, 
timely,  comprehensive  consideration  of  the 
matter  for  a most  important  audience.  — 
Mike  Forrest,  Iowa  Drug  Enforcement  and  Abuse 
Prevention  Coordinator,  Governor's  Alliance  on 
Substance  Abuse. 


Holiday  Greetings 

'IAJg/WM&U  UtCUUfltti 
QmA  I*eAt.  wiilt&i 
ta  you  anA  qou/i  jjOstUhf, 
tlUi  ~imUAa4^  decvLott. 


The  Iowa  Medical  Society 
Auxiliary 


Recent  Books 


Coughlan,  Michael  ].,  1990,  The  Vatican,  The 
Law  and  The  Human  Embryo,  University  of  Iowa 
Press,  Iowa  City,  Iowa,  paperback,  $8.95.  This 
125  page  monograph  is  heavy  reading.  The 
author  in  a meaningful  manner  examines  the 
varied  viewpoints  of  the  treatment  of  the  hu- 
man embryo.  Starting  with  the  concepts  of  the 
Catholic  church  the  reader  can  view  broader 
religious  concepts;  from  there  to  other  philo- 
sophic viewpoints  and  then  to  some  extent  a 
tie-in  with  legal  ramifications.  The  reader  can 
be  only  stimulated  to  develop  conclusions  suit- 
able to  a personal  viewpoint. 

Shtasel,  Philip,  1991,  Medical  Tests  and  Diag- 
nostic Procedures:  A Patient's  Guide  to  Just  What 
the  Doctor  Ordered,  Harper-Collins  Publishers, 
New  York,  New  York,  paperback,  $10.95.  The 
introduction  poignantly  demonstrates  by  way 
of  patient-doctor  dialogue  what  has  long  been 
a criticism  of  our  profession:  what  did  the  doc- 
tor say?  This  guide  helps  patients  understand 
the  what,  why,  how  and  where  of  various  tests 
and  procedures.  Jargon  is  translated  to  simple 
English.  The  glossary  and  index  add  consid- 
erable value  to  the  book. 


Dave  Ostrem  Import^ 

Where  Luxury  Is  Affordable. 

1500  Locust  Street 
Des  Moines,  Iowa 
515/283-1975 
(Toll  Free)  1/800-733-1975 

Mercedes-Benz  • BMW 
Volvo  • Jaguar 
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MERCY  HOSPITAL  MEDICAL  CENTER 

DES  MOINES,  IOWA 
PRESENTS 


HIV  IN  IOWA:  IMPACT  ON  THE 
HEALTH  CARE  PROVIDER 

FEBRUARY  12,  1992 


GUEST  FACULTY 

JACQUELYN  POLDER,  M.P.H. 

CHIEF,  GUIDELINES  UNIT 
AIDS  ACTIVITY 

HOSPITAL  INFECTIONS  PROGRAM 
CENTERS  FOR  DISEASE  CONTROL 
ATLANTA,  GEORGIA 


TOPICS 

“THE  MYTHS  AND  THE  FACTS  OF  HIV  RISK  TO 
HEALTH  CARE  WORKERS” 


FRANK  S.  RHAME,  M.D. 

ASSISTANT  PROFESSOR 
DIVISION  OF  EPIDEMIOLOGY 
SCHOOL  OF  PUBLIC  HEALTH 
UNIVERSITY  OF  MINNESOTA 
MINNEAPOLIS,  MINNESOTA 


“MOLECULAR  VIROLOGY/IMMUNOLOGY  OF  HIV 
INFECTION  AND  ANTI-RETROVIRAL  THERAPY” 


ROBERT  L.  MURPHY,  M.D. 

CLINICAL  COORDINATOR 
AIDS  BIOPSYCHOSOCIAL  CENTER 
NORTHWESTERN  UNIVERSITY 
MEDICAL  SCHOOL 
CHICAGO,  ILLINOIS 


“OVERVIEW  AND  NEW  DEVELOPMENTS  IN  THE 
EPIDEMIOLOGY  AND  CLINICAL  PRESENTATION 
OF  HIV  INFECTION” 


SALLY  BUCK,  J.D.  “AIDS  IN  THE  IOWA  LAW” 

ATTORNEY  AND  COUNSELOR  AT  LAW 
DAVIS,  HOCKENBERG,  WINE,  ET  AL 
DES  MOINES,  IOWA 


Approved  by  Mercy  Hospital  Medical  Center,  an  IMS-ac- 
credited CME  organization,  for  4 hours  Category  1/A.M.A. 
Physicians’  Recognition  Award. 

Nursing  CEU’s:  0.45  (4.5  contact  hours) 

Application  has  been  made  for  additional  accreditations. 


Physicians $40.00 

Physician  Assistants $20.00 

Registered  Nurses  $20.00 

Paramedicals  $20.00 


Residents  and  Medical  Students  Are  Complimentary. 
ADVANCED  REGISTRATION  REQUESTED! 


THE  SEMINAR  WILL  BE  HELD  IN  THE  MERCY  EDUCATION  CENTER  AT  FIFTH  STREET  AND  UNIVERSITY  AVENUE, 
DES  MOINES,  IOWA.  PARKING  AVAILABLE  ADJACENT  TO  THE  MERCY  EDUCATION  CENTER. 

CONTACT:  DEPARTMENT  OF  MEDICAL  EDUCATION 
MERCY  HOSPITAL  MEDICAL  CENTER 
SIXTH  AND  UNIVERSITY 
DES  MOINES,  IOWA  50314 
515/247-3042 


Pericardial  Patch  Angioplasty 


DANIEL  WATERS,  D.O. 
TIMOTHY  THOMSEN,  M.D. 
Mason  City,  Iowa 
NICHOLAS  ROSSI,  M.D. 
Iowa  City,  Iowa 


The  authors  describe  the  case  of  a man 
with  severe  left  coronary  ostial  stenosis 
who  was  treated  with  direct  left  main 
angioplasty  with  a pericardial  patch. 
This  approach  may  be  superior  to  ar- 
tery bypass  grafting  in  certain  patients. 


IN  A SMALL  NUMBER  OF  patients  with  coro- 
nary artery  disease  (CAD),  stenosis  is  lim- 
ited to  the  left  main  coronary  artery  (LMCA) 
or  its  ostium,  without  significant  involvement 
of  the  distal  arterial  tree.1 

In  the  modern  era  of  coronary  surgery,  the 
standard  treatment  for  revascularization  in 
these  patients  has  been  coronary  artery  bypass 
grafting  (CABG)  utilizing  saphenous  vein  or 
internal  thoracic  artery  conduits.2  This  proce- 
dure has  been  carried  out  with  acceptably  low 
mortality  and  morbidity.2,3  The  patency  of  coro- 
nary bypass  conduits,  however,  has  been 


Dr.  Waters  and  Dr.  Thomsen  are  with  the  Mercy  Heart  Center,  St. 
Joseph  Mercy  Hospital  in  Mason  City.  Dr.  Rossi  is  with  University  of  Iowa 
Hospitals  and  Clinics. 


shown  to  vary  and  a percentage  of  individuals 
require  another  operation  for  progressive  graft 
atherosclerosis.4,5 

In  patients  with  isolated  LMCA  lesions,  a 
renewed  interest  in  direct  surgical  angioplasty 
has  arisen.6'8  This  article  describes  the  case  of  a 
52-year-old  man  with  severe  left  coronary  os- 
tial stenosis  who  was  treated  with  direct  left 
main  angioplasty  with  a pericardial  patch.  This 
approach  may  provide  a superior  alternative 
to  CABG  in  selected  patients  with  isolated  left 
main  coronary  lesions. 

Case  Presentation 

A 52-year-old  white  male  with  no  prior 
history  of  cardiac  disease  was  admitted  to  St. 
Joseph  Mercy  Hospital  with  complaints  of  pre- 
cordial chest  pain  and  dyspnea.  Initial  electro- 
cardiograms did  not  reveal  an  acute  infarction, 
but  a graded  exercise  stress  test  was  signifi- 
cantly abnormal  and  the  patient  underwent 
coronary  artery  catheterization. 

The  angiogram  revealed  normal  left  ven- 
tricular function  and  a normal,  dominant  right 
coronary  artery  (RCA).  The  left  main  coronary 
artery  showed  some  irregularity  and  a tight 
ostial  stenosis.  The  proximal  anterior  descend- 
ing artery  (LAD)  had  some  irregularity  but  no 
significant  stenosis.  The  remainder  of  the  left 
coronary  tree  appeared  free  of  disease. 

The  patient  was  taken  to  surgery.  Median 
sternotomy  was  carried  out  and  total  cardiopul- 
monary bypass  instituted.  The  pulmonary  artery 
was  divided  to  allow  exposure  of  the  LMCA.  An 
arteriotomy  was  made  on  the  anterior  LMCA  and 
extended  proximally  through  the  coronary  ostium 
and  onto  the  aorta.  No  attempt  was  made  at  coro- 
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nary  endarterectomy.  A portion  of  autologous 
pericardium  was  fashioned  into  a patch  and 
attached  to  the  LMCA  and  aorta  using  a continu- 
ous non-absorbable  suture. 

The  pulmonary  artery  was  reconstructed 
(Figures  1 to  4).  The  patient  was  separated  from 
cardiopulmonary  bypass  without  difficulty. 
S-T  segments  were  isoelectric  after  bypass.  The 
patient  did  well  and  was  discharged  on  the 
sixth  postoperative  day.  Postdischarge  electro- 
cardiograms and  a graded-exercise  and  thal- 
lium perfusion  scan  were  normal. 

Discussion 

In  1983,  Hitchcock  reported  on  a series  of  pa- 
tients with  isolated  LMCA  disease  treated  with 
direct  surgical  angioplasty.6  Other  series  followed 


with  encouraging  results.7  8 The  direct  approach  to 
LMCA  disease  dates  back  to  the  early  days  of 
coronary  surgery  and  usually  involved  coronary 
endarterectomy  with  patch  closure.  The  high  oper- 
ative mortality  and  subsequent  development  of 
the  saphenous  vein  bypass  led  to  virtual  abandon- 
ment of  the  operation.9  Modem  improvements  in 
cardiopulmonary  bypass  and  myocardial  protec- 
tion (cardioplegia)  resulted  in  a new  interest  in  this 
approach. 

The  direct  angioplasty  technique  may 
allow  for  a more  physiologic  perfusion  of  the 
myocardium  in  this  setting  by  obviating  the 
need  for  retrograde  flow  to  some  vessels.  This 
retrograde  flow  pattern  has  been  associated 
with  decreased  perfusion  pressure  according 
to  the  so  called  "prizometer  principle."6  In  ad- 
dition, the  absence  of  bypass  conduits  may 


Figure  1 : The  main  pulmonary  artery  is  divided  exposing 
the  origin  and  course  of  the  left  main  coronary  artery. 


Figure  4:  Patch  closure  completed;  the  pulmonary  artery 
is  then  reapproximated. 


EXTENDED  THROUGH 
OSTIUM  ONTO  AORTA 


Figure  2:  The  LMCA  is  incised  anteriorly  and  the  incision 
carried  through  the  ostium. 


CONTINUOUS  SUTURE 
ATHEROMA 


Figure  3:  A portion  of  autologous  pericardium  is  used  to 
patch  the  LMCA,  effectively  increasing  the  caliber  of  the 
ostium  and  artery. 
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have  a beneficial  effect  on  the  durability  of  re- 
vascularization, although  long-term  follow-up 
(>10  years)  in  these  patients  has  not  yet  been 
documented. 

The  technique  utilized  here  was  developed 
and  has  been  used  successfully  at  the  Univer- 
sity of  Iowa.  Their  encouragement  and  assis- 
tance has  allowed  the  procedure  to  be  brought 
to  patients  in  northern  Iowa.  We  have  per- 
formed this  operation  on  2 other  individuals. 

Isolated  left  main  coronary  stenosis  is  rela- 
tively rare.  In  one  large  study,  it  comprised  less 
than  1%  of  patients.3  Proper  patient  selection  is 
vital  and  involves  preoperative  as  well  as  intra- 
operative evaluation  of  the  coronary  tree.  It  is 
hoped  that  as  long-term  results  become  avail- 
able, this  technique  will  be  a successful  and 
durable  alternative  to  bypass  grafting  in  this 


unique  group  of  patients  with  coronary  artery 
disease. 
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Become  the  dedicated  physician  you 
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For  your  insulin-mixing 
or  NPH-using  patients 


Humuli  n7%0 
makes  life  easier 


Rapid  onset  and  sustained 
duration  insulin  activity 
in  a single  vial 


■ May  offer  enhanced 
control  through  a 
more  physiologic 
activity  profile 

■ Accurate  dosing — 
eliminates  mixing 
errors 

■ Convenient 
premixed  dose  for 
better  compliance 

■ Easy  to  use — 
for  patients  who 
find  mixing  difficult 


Specify 

Humutiri 

70%  human  insulin 
isophane  suspension 
30%o  human  insulin  injection 
(recombinant  DNA  origin) 


Humulin  has 
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(manufacturer),  type  (regular,  NPH,  Lente®,  etc),  specieCy 
(beef,  pork,  beef-pork,  human),  and/or  method  of 
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The  Editor  Comments 


Marion  E.  Alberts,  M.D. 


Volunteerism  is  Good 
For  the  Soul 


And  wisdom's  self 

Oft  seeks  to  sweet  retired  solitude, 

Where  with  his  best  nurse,  Contemplation, 

She  plumes  her  feathers,  and  lets  grow  her  wings. 

— John  Milton;  Comus,  1.375 
(English  epic  poet,  1608-74) 

OFTIMES  THE  END  OF  A YEAR  is  a time  for 
contemplation.  Such  contemplation  may 
be  centered  on  personal  matters;  some  on 
worldly  events. 

Many  of  my  readers  are  aware  that  for 
the  past  2 years  I have  served  as  a volunteer 
gardener  at  Living  History  Farms.  Living 
History  Farms  near  Des  Moines  may  be  de- 
scribed as  a museum  of  Iowa  life  from  the 
1700s  through  the  1800s,  with  a glimpse  into 
the  future.  The  most  striking  exhibit  area,  in 
my  estimation,  is  an  1875  village  wherein 
stands  the  beautiful  Victorian  Flynn  mansion. 
On  the  grounds  of  the  mansion,  I have  had 
the  pleasure  of  caring  for  various  flower  gar- 
dens and  a fairly  extensive  herb  garden.  The 
closeness  to  nature,  the  feel  of  the  texture  of 
the  soil  and  the  aroma  of  the  flowers  and 
herbs  is  a true  delight. 

Several  days  ago,  I had  a thought  that 
offered  to  me  an  opportunity  to  contemplate 
where  I was  and  what  it  meant.  I really  enjoy 
what  I am  doing  at  the  Farms.  Sometimes  the 
work  has  been  hard  and  the  sunshine  unre- 
lenting, but  the  rewards  have  been  satisfying. 

My  pediatrics  practice  likewise  was  at 
times  hard  labor,  the  “heat"  often  nearly  un- 
bearable and  the  rewards  satisfying.  How- 
ever, one  major  difference  exists.  My  volun- 


teer work  does  not  require  the  endless 
paperwork  required  in  the  practice  of  medi- 
cine — no  insurance  forms,  no  government 
forms  and  no  rendering  of  bills.  My  compen- 
sation as  a volunteer  is  the  satisfaction  of  do- 
ing something  for  the  enjoyment  of  others 
and  for  myself.  Instead  of  guiding  the  growth 
and  development  of  children,  I oversee  the 
growth  and  development  of  beautiful  flowers 
and  aromatic  herbs. 

As  in  medicine,  there  is  a continuing 
learning  process.  I have  engaged  in  modest 
gardening  for  many  years,  but  now  must  re- 
flect on  the  great  amount  of  new  knowledge 
I have  gained,  especially  regarding  the  char- 
acter of  herbs  and  the  many  myths  about 
their  uses.  I look  forward  to  learning  more 
based  on  recent  additions  to  my  library. 

Planting  and  caring  for  thousands  of 
flowers  and  a hundred  different  herbs  has  re- 
newed my  respect  for  the  elements.  Rains  de- 
layed planting,  dry  periods  required  repeated 
watering.  The  weeds  ("plants  without 
friends")  thrived  and  had  to  be  dealt  with  se- 
verely. The  early  (6:30-7:00)  morning  hours 
were  especially  enjoyable  — quiet,  peaceful 
and  interrupted  only  by  the  singing  of  the 
many  birds  and  the  chattering  of  squirrels. 
Those  hours  were  very  conducive  to  contem- 
plation of  the  joyful  wonders  of  our  universe. 

Contemplation  is  good  for  the  soul.  I 
highly  recommend  volunteer  work.  If  you  are 
retired,  do  not  waste  all  your  time  playing  or 
watching  television.  There  are  so  many 
things  to  be  done  and  giving  your  time  and 
efforts  can  be  very  satisfying. — M.E.A. 
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Seconds  Are  Like  Hours 
for  the  Millions  of  People 
Diagnosed  with  Cancer 


Access  hours  of  information  in  seconds 
with  the  Physician  Data  Query  (PDQ) 
service  of  the  NLM 


The  National  Library  of  Medicine  (NLM)  has  the 
most  extensive  and  up-to-date  library  of  cancer 
information  available.  The  Physician  Data  Query 
(PDQ)  is  an  on-line  computer  file  that  provides 
state-of-the-art  cancer  treatment  and  referral 
information — in  minutes.  Sponsored 
by  the  National  Cancer  Institute,  PDQ 
contains  files  on  cancer  treatment, 
physicians  and  organizations  that 
provide  cancer  care,  and  ongoing 
treatment  protocols. 

PDQ  is  one  of  two  cancer  databases 
available  from  the  NLM.  Information  can  be 
accessed  around  the  clock,  seven 
days  a week. 

MY!* 


For  complete  medical  information  around  the  clock... 


For  further  information  about  the  Physician  Data  "•■  'H  Please  send  me  more  information  about  the  NLM’s  Physician  Data  Query  (PDQ)  service, 
Query  (PDQ)  service  of  the  NLM,  just  fill  out  this  and  other  available  cancer  data  systems 

coupon.  Clip  and  mail  to:  ; jHp  Please  send  me  more  information  about  the  Friends  of  the  National  Library  of  Medicine 


The  National  Library  of  Medicine 
Public  Information  Office 
Bethesda,  Maryland  20894 
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CME  Notebook 


Richard  M.  Caplan,  M.D. 


Sticks,  Stones  and  Words 


Sticks  and  stones  may  break  my  bones 
But  words  can  really  hurt  me. 

Maybe  that's  not  quite  the  way  you  re- 
member the  childhood  taunt,  yet  this 
version  may  be  closer  to  the  truth.  As  an  ex- 
ample, consider  these  adjectives:  exponential, 
skyrocketing,  spiraling,  zooming.  Nothing 
wrong  with  them;  in  fact,  they  create  power- 
ful images.  They  could  be  effective  when 
used  correctly  and  sparingly.  But  don't  you 
grow  as  weary  as  I to  find  them  preceding 
the  phrase,  "costs  of  health  care"  almost  ev- 
ery time  you  see  or  hear  that  phrase  in  the 
public  media?  Well,  nobody  claimed  that 
most  newspaper  writers  have  H.L.  Mencken's 
interest  and  facility  with  words.  It  probably 
wouldn't  do  any  good  to  point  out  to  those 
writers,  editors,  readers  or  listeners  that  those 
terms  can  properly  describe  what  is  headed 
downward  as  well  as  upward. 

And  yet,  don't  you  feel  at  least  a little 
stung,  maybe  even  a bit  angry,  when  you  en- 
counter that  cliched  image?  Maybe  the  defen- 
siveness I'm  exhibiting  now  as  I write  comes 
from  the  feeling  that  my  fellow  physicians 
and  I are  truly  a part  of  the  problem.  Even 
so,  we  get  more  than  our  proper  share  of  the 
"take-home  blame."  Would  much  be  changed 
if  the  adjectives  were  replaced  by  "rising," 
"increasing,"  "climbing,"  "elevating"  — at 
least  those  words  truly  indicate  an  upward 
direction,  but  without  the  sense  of  being  ex- 
treme, radical,  unwarranted.  And  when  "sky- 
rocketing costs"  enters  the  legislative  and  ne- 


Dr.  Caplan  is  Coordinator,  Program  in  Medical  Humanities  at  the 
University  of  Iowa  College  of  Medicine. 


gotiating  jargon,  be  sure  it  will  influence 
policy  more  powerfully  than  "rising  costs." 

A recent  issue  of  the  NEJM  (June  6,  1991) 
began  with  2 articles  describing  the  success- 
ful use  of  radiofrequency  current,  applied 
from  the  tip  of  a catheter  guided  into  the 
heart,  to  destroy  accessory  atrioventricular 
pathways  that  were  causing  paroxysmal  ven- 
tricular tachycardias  (including  Wolff-Park- 
inson- White  syndrome).  The  series  reported  a 
large  experience  (166  and  106  patients)  with 
apparent  cure  in  excess  of  90%  and  a compli- 
cation rate  around  2%.  An  accompanying  ed- 
itorial voiced  some  appropriately  conserva- 
tive reactions,  while  suggesting  that 
equipment,  techniques  and  success  will  even 
improve. 

To  one  like  me,  whose  knowledge  of  the 
bundle  of  His,  intracardiac  catheters  and  low- 
voltage  high-frequency  alternating  currents 
is  long  ago  and  far  away,  these  reports 
screamed  at  me  about  spiraling  progress  and 
zooming  achievements  — and  I mean  motion 
that  is  upward  and  forward.  Those  dramatic 
adjectives  seem  to  me  appropriate  in  this 
context,  but  I fear  they  are  too  firmly  glued 
to  "costs,"  just  as  "mashed  potatoes 
and " never  evokes  thoughts  of  aspara- 

gus, turnips  or  even  Hollandaise  sauce,  but 
only  "gravy." 

Wouldn't  His  have  been  impressed  with 
these  reports?  But  he'd  probably  recognize  at 
once  that  any  society  that  expects  — even  de- 
mands — medical  progress  in  general,  plus 
prompt  application  of  that  progress  to  its 
personal  ailments,  would  also  expect  to  pay 
for  it. 
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THE  WRONG  LEGISLATION  COULD 
BE  A BITTER  PILL  TO  SWALLOW 

SYMPTOMS:  Acute  distortion  by  the  medical  liability  system.  Persistent  lobbying  by  trial 
lawyers  for  legislation  to  destroy  the  liability  reforms  passed  in  Iowa.  Chronic  fingerpointing  by 

to  make  doctors 
growth  on  the 
THE  HOUSE  ...  OR 
citizens  are  not  vigi- 
crippled  by  ill-advised 
physician  representa- 
Political  Action  Commit- 
VENTION:  Funds  raised 


some  elected  officials  and  special  interest  groups  trying 
scapegoats  for  increasing  healthcare  costs.  DIAGNOSIS:  A malignant 
health  care  system  caused  by  toxic  legislation.  IS  THERE  A DOCTOR  IN 
THE  SENATE?  PROGNOSIS:  If  the  medical  profession  and  other  concerned 
lant,  our  fine  medical  system  - the  best  in  the  world  - will  be  in  danger  of  being 
“cures”.  TREATMENT:  A strong  dose  of  support  for  your  voluntary  team  of 
tives  and  professional  lobbyists,  through  your  membership  in  the  Iowa  Medical 
tee  (IMPAC)  and  the  American  Medical  Political  Action  Committee  (AMPAC).  PRE- 
through  IMPAC  and  AMPAC  from  PERSONAL  CONTRIBUTIONS  go  directly,  100%,  to  help  legislators  and  candidates 
for  office  who  support  us  on  key  medical  issues.  Mail  your  PERSONAL  check  today  using  the  coupon  below  to 
ensure  a healthy  future  for  legislation  that  affects  your  patients,  your  profession  and  your  future! 


Enclosed  is  my  check!  Please  enroll  me  as  a member  of  IMPAC  and  AMPAC. 

$250  Gold  membership  $100  Sustaining  membership 

$150  Family  membership  Please  accept  my  additional 

support  of  $ 

(Please  Print) 

Name:  

Address:  


Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  AMA  nor  t 
IMS  will  favor  or  disadvantage  anyone  based  upon  the  amounts  of  or  failure 
to  make  pac  contributions.  Contributions  are  subject  to  the  limitations 
of  FEC  Regulations.  (Federal  regulations  require  this  notice).  Paid 
for  by  the  Iowa  Medical  Society  Political  Action  Committee, 

1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265.  ^ 

Contributions  to  AMPAC  and  IMPAC  are  not  tax 
deductible  as  charitable  contributions  for  J 

Federal  Income  Tax  purposes.  IF  YOUR 
PRACTICE  IS  INCORPORATED, 

IMPAC  AND  AMPAC  VOL- 
UNTARY POLITICAL 
CONTRIBUTIONS 
SHOULD  BE 


City/State/ZIP:  

Return  to:  IMPAC,  1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265 


ON  A PER- 
SONAL 
CHECK. 


1001  Grand  Avenue 
West  Des  Moines, 
Iowa  50265 


IFMC  Case  Notes 


Incomplete  Documentation  in 
Ambulatory  Settings 


THE  IOWA  FOUNDATION  FOR  MEDICAL  CARE 
(IFMC)  reviews  record  documentation  of 
all  cases  selected  for  retrospective  review.  Doc- 
umentation in  the  medical  record  is  often  in- 
complete. Medical  records  are  complete  when 
appropriate  tests,  evaluations  and  questions 
have  been  performed /answered  and  the  infor- 
mation is  provided  in  the  medical  record. 

This  information  (e.g.,  the  history  and 
physical)  should  be  in  the  physician's  office 
records  and  the  medical  record  at  the  facility 
where  the  procedure  will  be  performed.  It  is 
the  responsibility  of  the  physician  and  the  facil- 
ity to  ensure  adequate  documentation. 

Facilities  are  responsible  for  filing  medical 
records  and  must  ensure  the  records  are  com- 
plete when  a patient  has  surgery  so  that  current 
information  is  available  if  complications  arise. 
This  would  also  prevent  the  IFMC  from  con- 
tacting the  physician /facility  and  assigning  a 
quality  concern  for  lack  of  documentation. 

This  composite  case  identifies  the  concerns 
generated  by  insufficient  medical  record  docu- 
mentation. 

Case 

A 69-year-old  male's  preoperative  labora- 
tory work  prior  to  cataract  surgery  revealed  a 
blood  sugar  of  325.  The  patient  had  a history 
of  diet-controlled  diabetes. 

A week  later,  the  cataract  surgery  was 
completed  and  the  patient  was  dismissed  home 
without  complications. 


This  article  was  written  by  David  Thomas,  M.D.,  a family  practitioner 
in  Marshalltown.  Dr.  Thomas  is  chairman  of  the  IFMC's  Comprehensive 
Review  Committee. 


Reviewer  Comments 

Lab  information  documented  in  the  medi- 
cal record  showed  the  patient's  blood  sugar 
was  325  one  week  prior  to  surgery.  The  medical 
record  showed  no  subsequent  evaluation  of  the 
elevated  blood  sugar  nor  was  there  any  docu- 
mentation of  a blood  sugar  drawn  the  day  of 
surgery.  Also,  the  medical  record  contained  no 
discharge  assessment  or  instructions  docu- 
mented by  the  nurse  or  doctor. 

A follow  up  blood  sugar  should  have  been 
performed  the  day  of  surgery.  Absence  of  ade- 
quate blood  sugar  evaluation  could  have  re- 


'It  is  the  responsibility  of  the  phy- 
sician and  the  facility  to  ensure 
adequate  documentation / 


suited  in  hyperglycemia  due  to  IV  fluids  and 
complications  the  day  of  surgery.  Further, 
blood  sugar  evaluation  and  documentation  re- 
sulted in  a quality  concern  with  a severity  level 
II:  quality  problem  with  the  potential  for  signif- 
icant adverse  effect(s)  on  the  patient. 

The  lack  of  a documented  discharge  as- 
sessment and  instructions  resulted  in  a quality 
concern  with  a severity  level  I:  quality  problem 
without  the  potential  for  significant  adverse  ef- 
fects) on  the  patient. 

Only  one  quality  level  is  assigned  to  each 
case,  always  the  highest  level.  Therefore,  this 
case  was  assigned  the  higher  quality  level 
(level  II). 
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“We  must  make  sure  that  policies  are  based  on  facts,  not  fears.” 

Dr.  Paul  Volberding,  Researcher,  University  of  California,  San  Francisco,  Member,  American  Medical  Association 


Amid  the  rancor  of  politics  and  budget  debates, 
the  needs  of  the  patient  are  often  overlooked.  And,  it 
is  forgotten  that  it  is  physicians  who  know  the  most 
about  disease  and  the  suffering  of  patients. 

Nowhere  is  this  more  true  than  with  AIDS. 

“Throughout  the  history  of  epidemics,  there  has 
been  the  possibility  of  reactions  and  policy  based  on 
fear  and  stigma,”  states  Dr.  Volberding. 

The  American  Medical  Association  (AMA) 
agrees.  The  AMA  is  committed  to  fair  AIDS  policies, 
and  to  supporting  researchers  battling  not  just  AIDS, 
but  the  countless  diseases  that  ravage  our  society. 

“What  impresses  me  most  about  the  AMA  is  its 


willingness  to  take  public  policy  positions  and  its  abil- 
ity to  influence  opinion,”  Dr.  Volberding  adds. 

You  are  invited  to  join  Dr.  Volberding  and  to  join 
with  him  in  his  efforts  to  bring  quality  health  care  to 
those  in  need.  Become  a member  of  the  American 
Medical  Association  today. 

Members  of  the  AMA  are  encouraged  to  join  their  state,  county  and  specialty  societies. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


Iowa  Department  of  Public  Health 


Medical  Waste  — Perceived  Risk 


The  issue  of  medical  waste  has  generated 
anxiety  and  concern  since  syringes,  intra- 
venous tubing  and  catheters  washed  ashore  on 
east  coast  beaches  in  the  late  1980s.  Publicity 
surrounding  the  theoretical  risks  of  exposure 
has  prompted  demand  for  waste  management 
legislation.  However,  most  of  the  risk  from 
medical  waste  is  perceived  and  not  actual. 

A more  accurate  term  than  medical  waste 
would  be  biological  waste  because  the  infective 
agent  is  carried  in  biological  tissues  and/or  flu- 
ids from  one  person  to  another.  While  so  called 
medical  waste  is  generated  in  health  care  insti- 
tutions, it  is  generally  well  segregated,  treated, 
packaged,  stored,  transported  and  disposed  in 
an  approved  manner.  Household  waste  con- 
tains the  same  biological  materials,  e.g.  blood, 
pus  and  nasal  secretions,  but  is  not  so  carefully 
managed.  Even  so,  disease  transmission  via 
household  waste  has  been  a very  minor,  if  at 
all,  source  of  infectious  disease. 

Some  waste  generated  in  hospitals  — 
sharp  objects,  cultures  and  stocks  of  organisms 
and  body  parts  — is  classified  as  infectious. 
Only  about  15%  of  waste  generated  by  hospi- 
tals meets  the  Environmental  Protection 
Agency's  definition  of  infectious  waste  and 
needs  to  be  rendered  non-infectious  prior  to 
final  disposal.  Acquiring  infectious  disease 
from  medical  waste  has  not  been  shown  to  be 
a risk  to  the  public  and  is  a risk  to  the  health 
care  worker  only  when  recommended  tech- 
niques have  not  been  followed. 

Infectious  waste  has  traditionally  been 
made  non-infectious  by  either  incineration  or 
autoclaving.  Incineration  reduces  the  amount 
of  waste  but  results  in  air  pollution  when  incin- 
erators are  not  functioning  properly.  Also, 


This  article  was  written  by  Laverne  Wintermeyer,  M.D.,  state  epide- 
miologist and  medical  advisor,  IDPH. 


there  is  a tendency  for  incinerator  operators  to 
burn  large  amounts  of  waste  that  is  not  infec- 
tious like  computer  paper,  food  service  waste 
and  ordinary  waste  paper. 

Autoclaving  does  not  pollute  the  air  other 
than  producing  unpleasant  odors.  It  also  does 
not  reduce  the  size  of  waste  being  decontami- 
nated. A well-conceived  educational  program 
on  management  of  medical  waste  by  the  Iowa 
Department  of  Natural  Resources  and  the  Iowa 


'Publicity  surrounding  the  theo- 
retical risks  of  exposure  has 
prompted  demand  for  waste  man- 
agement legislation.  However ; 
most  of  the  risk  from  medical 
waste  is  perceived  and  not  ac- 
tual/ 


Department  of  Public  Health  as  directed  by  the 
Iowa  Code  455B.501  and  enforcement  of  incin- 
erator operational  standards  should  alleviate 
the  public's  fears  of  disease  from  medical  waste 
and  ease  the  pollution  from  improperly  func- 
tioning incinerators. 

A number  of  national  organizations,  with 
scientific  expertise  including  the  Environmen- 
tal Protection  Agency,  AMA  Council  on  Scien- 
tific Affairs,  American  Hospital  Association, 
Joint  Commission  on  Accreditation  of  Health 
Care  Organizations,  Agency  for  Toxic  Sub- 
stances and  Disease  Registry  and  the  Centers 
for  Disease  Control  have  agreed  that  enforce- 
ment of  current  regulations  should  be  adequate 
to  ensure  the  public  and  environment  are  not 
endangered.  A number  of  national  authorities 
on  infectious  disease  endorse  this  opinion. 
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College  of  Medicine  Highlights 


DR.  PAUL  SEEBOHM,  CONSULTANT  TO 
THE  DEAN  of  the  College  of  Medicine  and 
former  president  of  the  Iowa  Medical  Society, 
was  awarded  the  Distinguished  Alumni  Award 
from  the  University  of  Cincinnati  College  of 
Medicine.  Seebohm  was  recognized  for  his 
contributions  as  a scientist,  physician,  teacher 
and  administrator  during  his  40-plus  years  at 
the  UI.  Among  his  leadership  roles,  Seebohm 
served  as  president  of  the  State  Board  of  Health 
from  1976  to  1983  and  was  elected  president 
of  the  American  Academy  of  Allergy  and  Im- 
munology in  1966.  In  1970,  as  associate  dean, 
Seebohm  initiated  a program  to  correct  the 
manpower  shortage  and  maldistribution  of 
physicians  in  Iowa.  He  chaired  the  feasibility 
committee  that  set  up  the  UI  Department  of 
Family  Practice  and  headed  the  legislative  ef- 
fort to  establish  the  Statewide  Family  Practice 
Residency  network  in  medical  centers 
throughout  the  state,  and  its  implementation 
through  the  College  of  Medicine's  Office  of 
Community  Based  Programs. 

DR.  CAROL  A.  ASCHENBRENER,  EXECU- 
TIVE ASSOCIATE  DEAN,  has  been  elected  to  a 
3-year  term  on  the  Council  on  Medical  Education 
of  the  American  Medical  Association.  The  12-mem- 
ber council  studies,  evaluates  and  makes  recom- 
mendations on  all  aspects  of  medical  education,  in- 
cluding undergraduate,  graduate,  continuing 
medical  education  and  allied  health  sciences. 

DR.  RICHARD  CAPLAN,  DERMATOL- 
OGY, a regular  columnist  for  iowa  medicine, 
has  stepped  down  from  the  position  of  asso- 
ciate dean  for  continuing  medical  education 
after  heading  that  office  for  22  years.  He  con- 
tinues in  the  College's  medical  humanities 
program,  of  which  he  became  the  first  coor- 
dinator in  1981,  and  as  professor  of  dermatol- 
ogy. Dr.  Richard  Nelson,  pediatrics,  who 
joined  the  faculty  in  1987,  succeeds  Caplan. 
The  CME  program  conducts  more  than  200 


This  material  is  furnished  by  the  U.  of  I.  Health  News  Service. 


programs  serving  12,000  registrants  in  some 
40  Iowa  counties  each  year.  Also,  more  than 
100  additional  presentations  are  given  around 
the  state  by  faculty  members.  About  70%  of 
Iowa  practitioners  take  part  in  College  of  Med- 
icine CME  programs. 

THE  SPREAD  OF  PROSTATE  CANCER  CAN 
BE  DIAGNOSED  with  a new,  less  invasive  di- 
agnostic technique,  reports  Dr.  Howard  Winfield, 
urology.  Traditionally,  a large  surgical  incision  has 
been  required  to  remove  the  pelvic  lymph  nodes  to 
determine  if  cancer  is  present.  The  new  procedure, 
called  laparoscopic  pelvic  lymph  node  dissection,  re- 
moves the  nodes  in  a minimally  invasive  way  that 
requires  only  4 small  incisions.  Winfield  presented 
the  information  at  the  annual  meeting  of  the  Amer- 
ican Urological  Association  in  Toronto  in  June.  Drs. 
James  Donovan,  Stefan  Loening  and  Richard 
Williams,  urology,  collaborated  in  the  study. 

WOMEN  WHO  CONSUME  LITTLE  CAL- 
CIUM AND  VITAMIN  D may  have  an  in- 
creased risk  of  stroke,  report  Drs.  Ronald 
Munger  and  Robert  Wallace,  both  of  preven- 
tive medicine  and  environmental  health.  In  a 
2-year  study  of  nearly  42,000  Iowa  women  aged 
55  to  69,  the  risk  of  stroke  was  4.3  times  greater 
among  those  who  consumed  low  amounts  of 
nutrients  compared  with  those  who  consumed 
high  amounts.  Women  whose  intake  of  only 
calcium  was  low,  faced  a risk  of  2.1  times 
greater,  and  women  with  low  vitamin  D in- 
take, a 1.7  times  higher  risk.  Researchers  are 
continuing  to  study  the  connection  and  are  not 
yet  advocating  that  women  change  their  diet 
or  begin  taking  supplements. 

ALL  VEHICLES  RESPONDING  TO  CARDIAC 
EMERGENCIES  should  be  equipped  with  a port- 
able defibrillator,  a device  that  shocks  the  heart  into 
beating  normally,  urged  a special  committee  of  the 
American  Heart  Association.  Dr.  Richard  Kerber, 
internal  medicine,  is  chair  of  the  AHA  emergency 
cardiac  care  committee  and  author  of  the  statement 
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published  in  the  AHA's  scientific  journal  Circu- 
lation. New  automatic  defibrillators,  which  cost 
$4,000  to  $6,000,  have  proved  highly  effective  when 
used  within  3-4  minutes  in  life-threatening  cardiac 
emergencies.  While  larger  cities  are  equipping  emer- 
gency vehicles  with  defibrillators,  many  smaller  cit- 
ies and  towns  have  not.  For  that  reason,  early  de- 
fibrillation is  the  weakest  link  in  the  cardiac  care 
"chain  of  survival."  Dr.  Donald  Brown,  internal 
medicine,  is  also  a member  of  the  committee. 

IOWA  CONSUMPTION  OF  WINE  AND 
HARD  LIQUOR  has  not  increased  since  the 
mid-1980s,  when  retail  stores  began  selling  the 
beverages.  Dr.  Harold  Mulford,  psychiatry, 
charted  wine  and  spirit  sales  from  January  1980 
through  May  1990.  He  found  that  although 
sales  did  increase  immediately  following  the 
privatization  of  wine  in  1985  and  of  hard  liquor 
in  1987,  sales  of  both  have  since  declined  to 
pre-privatization  levels.  "The  study  findings 
offer  compelling  evidence  that  increasing  the 
availability  of  alcohol  does  not  necessarily  in- 
crease its  consumption,"  Mulford  says.  The 
study  will  be  published  in  1992  in  the  Journal 
of  Studies  on  Alcohol. 

THE  CARL  J.  HERZOG  FOUNDATION,  INC., 
OF  STAMFORD,  has  donated  $1  million  to  the 
department  of  dermatology . Half  of  the  gift  will  help 
endow  a chair  named  in  honor  of  Dr.  John  S. 
Strauss,  head  of  dermatology,  and  the  other 
$500,000  will  endow  a dermatology  research  fund. 
Both  gifts  will  be  channeled  through  the  UI  Foun- 
dation and  will  be  used  in  the  College  of  Medicine 
to  support  activities  that  advance  the  training  of 
new  specialists  and  promote  medical  knowledge  and 
patient  care  in  the  field  of  dermatology. 

AN  ONGOING  EFFORT  AT  THE  UI  TO  MAP 
HUMAN  CHROMOSOME  4,  where  genes  in- 
cluding those  for  Huntington's  disease  and  a 
form  of  muscular  dystrophy  are  located,  has 
received  a boost  with  a $177,000  grant  to  Dr. 
Jeffrey  Murray,  pediatrics.  The  study  is  part 
of  the  international  Human  Genome  Project, 
which  seeks  to  map  all  23  pairs  of  chromo- 
somes and  to  eventually  describe  the  locations 
of  the  estimated  50,000  to  100,000  human 
genes.  The  project  is  funded  by  the  National 
Institutes  of  Health  through  the  Human  Gen- 
ome Program  Research  Center  at  the  Univer- 
sity of  California,  San  Francisco.  Data  obtained 
in  this  study  will  contribute  to  a 5-year,  $2.2 


million  study  also  funded  by  the  NIH  and  being 
conducted  by  Murray. 

SCHOLARSHIPS  FOR  MEDICAL  STUDENTS 

will  be  among  those  supported  through  a $700,000 
endowment  from  a UI  graduate  who  spent  most  of 
her  professional  life  educating  mentally  and  emo- 
tionally disturbed  children.  The  gift  to  the  UI  Foun- 
dation will  also  provide  scholarships  for  students  in 
law  and  education.  The  giver,  Helen  Macklin  Ni- 
chol,  Des  Moines,  earned  a degree  in  history  in 
1923. 

THE  15TH  ANNUAL  FAMILY  PRACTICE 
OPPORTUNITIES  FAIR,  held  September  21 
in  Des  Moines,  brought  together  new  physi- 
cians and  representatives  from  90  Iowa  com- 
munities in  need  of  family  doctors.  Community 
representatives  made  personal  contacts  with 
more  than  60  young  physicians  from  Iowa's 
Statewide  Family  Practice  Training  Program, 
said  Roger  Tracy,  director  of  the  College  of 
Medicine  Office  of  Community-Based  Pro- 
grams. Currently,  172  communities  are  seeking 
an  additional  250  family  physicians.  The  fair 
was  sponsored  by  the  Iowa  Family  Practice 
Residents  Council,  U.  of  I.  College  of  Medicine, 
Iowa  Academy  of  Family  Physicians  and  the 
Iowa  Medical  Society. 

THE  AMERICAN  HEART  ASSOCIATION  has 
awarded  $35,000  to  Kristi  Ferguson  and  Craig 
Gjerde,  Office  of  Consultation  and  Research  in 
Medical  Education,  to  evaluate  the  effectiveness 
of  a program  that  teaches  primary  care  physicians 
state-of-the-art  methods  for  diagnosis  and  treatment 
of  high  blood  cholesterol  and  other  lipid  disorders. 
The  UI  Lipid  Disorders  Training  Center,  directed 
by  Dr.  Helmut  Schrott,  preventive  medicine  and 
environmental  health,  is  a regional  site  serving  a 
7-state  area  and  is  one  of  6 sites  in  the  national 
program. 

JAMES  ROHRER  HAS  BEEN  APPOINTED 
HEAD  of  the  Graduate  Program  in  Hospital 
and  Health  Administration.  Dr.  James  Clif- 
ton, interim  dean,  announced  the  appoint- 
ment, which  was  effective  October  1.  Rohrer, 
an  associate  professor  who  has  been  a member 
of  the  faculty  since  1985,  succeeds  Samuel 
Levey,  who  has  directed  the  program  since 
1977. 
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About  Iowa  Physicians 


Dr.  Greg  Bartel  has  left  the  Family  Health  Care 
Centers  in  Iowa  Falls,  Williams  and  Hubbard 
for  medical  practice  with  the  Mayo  Clinic  in 
Rochester,  Minnesota.  Dr.  Bartel  practiced  in 
the  Iowa  Falls  area  for  4 years.  The  following 
physicians  recently  joined  Medical  Center  An- 
esthesiologists, P.C.  in  Des  Moines:  Drs.  Jerald 
Van  Beck,  Scott  Gammel,  Jerry  Liu,  Bryan 
Pearson,  Daniel  Waller  and  Kevin  Percival. 
Dr.  Van  Beck  received  the  M.D.  degree  from 
the  University  of  Minnesota  Medical  School, 
Minneapolis,  Minnesota  and  completed  a resi- 
dency at  Mayo  Clinic,  Rochester,  Minnesota. 
Dr.  Gammel  received  the  M.D.  degree  from  the 
University  of  Nebraska  College  of  Medicine, 
Omaha,  Nebraska  and  served  a residency  at 
Mayo  Clinic,  Rochester,  Minnesota.  Dr.  Liu  re- 
ceived the  M.D.  degree  at  the  University  of 
Texas  Medical  School,  San  Antonio,  Texas  and 
completed  a residency  at  the  University  of 
Michigan  Hospitals,  Ann  Arbor,  Michigan.  Dr. 
Pearson  received  the  M.D.  degree  from  the 
U.  of  I.  College  of  Medicine  and  also  served  his 
residency  there.  Dr.  Waller  received  the  M.D. 
degree  from  the  U.  of  I.  College  of  Medicine 
and  completed  his  residency  at  Ohio  State  Uni- 
versity Flospitals,  Columbus,  Ohio.  Dr.  Perci- 
val received  the  M.D.  degree  at  the  U.  of  I. 
College  of  Medicine  and  completed  a residency 
at  the  University  of  Nebraska  College  of  Medi- 
cine, Omaha,  Nebraska.  Four  Sioux  City  physi- 
cians have  recently  left  Iowa  to  practice  medi- 
cine elsewhere:  Dr.  Chule  Auh,  psychiatrist, 
to  Wilmer,  Minnesota;  Dr.  Richard  Howard, 
plastic  surgeon  to  Blue  Springs,  Missouri;  Dr. 
Earl  Howells,  surgeon,  to  Veterans  Adminis- 
tration Hospital,  Helena,  Montana  and  Dr. 
Alan  Pechacek,  orthopedic  surgeon,  to  Jack- 
son,  Tennessee.  Dr.  Jean  Lorentzen  has  joined 
Boone  Medical  Specialties.  Dr.  Lorentzen  re- 
ceived the  D.O.  degree  from  the  University  of 
Osteopathic  Medicine  and  Health  Sciences,  Des 
Moines  and  served  a residency  at  Iowa  Meth- 
odist Medical  Center,  Des  Moines.  Dr.  Timothy 
Miller  has  joined  the  Mason  City  Clinic.  Dr. 
Miller  received  the  M.D.  degree  from  the 


U.  of  I.  College  of  Medicine  and  completed  a 
residency  there  also.  Dr.  Miller  had  been  in 
private  practice  in  Springfield,  Illinois  before 
locating  in  Mason  City.  Dr.  Steven  Haas  has 
received  board  certification  from  the  American 
Association  of  Family  Practitioners.  Dr.  Haas 
recently  joined  Dr.  Martin  Bagby  at  Dubuque 
Family  Practice.  Dr.  Joan  Olson  has  joined 
Belle  Plaine  Family  Medical  Associates.  Dr. 
Olson  received  the  M.D.  degree  from  the  Uni- 
versity of  Kansas  School  of  Medicine,  Law- 
rence-Kansas  City,  Kansas  and  completed  her 
residency  at  St.  Luke's  and  Mercy  Hospital,  Ce- 
dar Rapids.  Dr.  George  Spellman,  Sioux  City, 
has  retired  after  47  years  of  medical  practice. 
Dr.  Spellman  received  the  M.D.  degree  from  U. 
of  I.  College  of  Medicine  and  completed  an 
internal  medicine  residency  there  also.  Two 
physicians  have  joined  Allen  Memorial  Hospi- 
tal in  Waterloo:  Dr.  K.  M.  Pamulapati  and  Dr. 
Publio  Ortiz.  Dr.  Pamulapati  received  the  M.D. 
degree  from  Jawaharlal  Institute  of  Postgradu- 
ate Medical  Education,  Pondicherry,  India  and 
completed  a residency  at  Nassau  County  Medi- 
cal Center,  East  Meadow,  New  York.  He  has 
joined  Cardiology  Specialists,  Waterloo.  Dr. 
Ortiz  received  the  M.D.  degree  from  the  Uni- 
versity of  Puerto  Rico  School  of  Medicine  and 
served  a residency  there  also.  He  has  joined 
Allen  Women's  Health  Center.  Dr.  John  Van 
Metre  has  joined  Dr.  Robert  Kemp  at  Keokuk 
Clinic.  Dr.  Van  Metre  received  the  M.D.  degree 
at  the  U.  of  I.  College  of  Medicine  and  com- 
pleted his  residency  at  the  University  of  North 
Dakota  School  of  Medicine,  Grand  Forks, 
North  Dakota.  Dr.  Charles  Brindle,  formerly 
of  the  Sheffield  Medical  Clinic,  has  begun  prac- 
tice in  Osage.  Dr.  Gerald  Felt  has  joined  Bluffs 
Urological  Associates  in  Council  Bluffs.  Dr.  Felt 
received  the  M.D.  degree  from  the  University 
of  Nebraska  College  of  Medicine,  Omaha,  Ne- 
braska and  served  his  residency  at  Akron  City 
Hospital,  Akron,  Ohio.  Dr.  Mary  Schermann 
has  joined  Bluffs  Family  Health  Care  in  Council 
Bluffs.  Dr.  Schermann  received  the  M.D.  degree 
from  the  University  of  Minnesota  Medical 


538  / Iowa  Medicine 


School,  Minneapolis,  Minnesota  and  was  in  pri- 
vate practice  in  Omaha,  Nebraska.  Dr.  Gerald 
Loos  has  joined  the  Prairie  City  Medical  Cen- 
ter. Dr.  Loos  continues  as  director  of  Iowa  Lu- 
theran Hospital's  family  practice  training  pro- 
gram in  Des  Moines.  Dr.  Richard  Boeke  has 
retired  after  23  years  of  medical  practice  in 
Osage.  Dr.  Boeke  received  the  M.D.  degree 
from  Marquette  University,  Milwaukee,  Wis- 
consin and  interned  at  Gorgas  Hospital,  Canal 
Zone,  Panama. 


Deaths 


Dr.  Steven  Moeller,  48,  Clear  Lake,  died  Octo- 
ber 6 at  Mercy  Hospital  in  Mason  City.  Dr. 
Moeller  received  the  M.D.  degree  from  the 
U.  of  I.  College  of  Medicine  and  completed  an 
internship  at  Grady  Memorial  Hospital,  At- 


lanta, Georgia.  He  practiced  in  Clear  Lake  for 
20  years. 

Dr.  Roscoe  Needles,  84,  Atlantic,  died  October 
11  at  Atlantic  Care  Center.  Dr.  Needles  re- 
ceived the  M.D.  degree  at  the  U.  of  I.  College 
of  Medicine  and  served  internships  in  Western 
Reserve  University  Hospitals  and  City  Hospi- 
tal, Cleveland,  Ohio.  He  practiced  in  Atlantic 
until  his  retirement  in  1983. 

Dr.  Andre  Grignon,  43,  Des  Moines,  died  July 
25.  Dr.  Grignon  received  the  M.D.  degree  from 
McGill  University  Faculty  of  Medicine,  Mon- 
treal, Quebec,  Canada  and  served  his  residency 
at  Royal  Victoria  Hospital,  Montreal.  He  had 
been  a heart  surgeon  in  Des  Moines  for  7 years. 

Oops! 

In  the  November  issue.  Dr.  Robert  Whinery, 
Iowa  City,  was  incorrectly  noted  as  "an  oph- 
thalmologist in  Sioux  City  for  29  years."  Sorry! 
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HAWKEYE 
MEDICAL 

SUPPLY ; INC. 


ONE  CALL  — ONE  SOURCE 

We  know  the  value  of  your  employees'  time.  Now,  with  a single  toll-free  phone  call,  you 
can  consolidate  your  office  supply  needs  with  your  medical  supply  purchases.  We  have 
an  extensive  line  of  office  supplies  and  equipment-available.  Take  this  opportunity  to  free 
your  employees  for  their  most  valued  task . . . patient  care. 


HOME  OFFICE  225  E PRENTISS  STREET,  IOWA  CITY,  LA  52244  (31 9)  337-31 21 
BRANCH  OFFICES:  721 2 UNIVERSITY  AVE,  DES  MOINES,  1A  50311  (515)  274401 5 
901  E KIMBERLY  RD„  DAVENPORT.  !A  52807  (319)  386-1345 

IOWA  WATS  -After  the  sale...  it's  the  SERVICE  that  counts. ' 

1-800-272-6448 
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rObCO-> 

dealer 
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Classified  Advertising 


CLASSIFIED  ADVERTISING  RATE  — $3  per  line , $30 
minimum  per  insertion.  NO  CEIARGE  TO  MEMBERS 
OF  IOWA  MEDICAL  SOCIETY.  Copy  deadline  — 1st 
of  the  month  preceding  publication. 


LOCUM  TENENS  SERVICE  FOR  FAMILY  PHYSICIANS  IN  IOWA  — 
If  you  need  a vacation,  a break  or  a temporary  replacement,  please  call 
515/622-2324  after  5 p.m. 


PROFESSIONAL  RESUME  SERVICES  — Successfully  serving  physi- 
cians since  1976.  All  levels  and  specialties.  Effective.  Creative.  Confiden- 
tial. Immediate  service  available.  Complete  resume  preparation,  cover 
letter  design  and  development.  Career  planning  services.  Continuing 
commitment  to  product  quality  and  client  satisfaction.  1/800-786-3037 
(24  hours). 


FAMILY  PRACTICE,  WISCONSIN  — Physician  needed  for  partner- 
ship in  broad  based  primary  care  practice  in  exceptional  south  central 
community.  Shared  call,  fully  equipped  and  staffed  office,  very  competi- 
tive guaranteed  salary  and  comprehensive  benefit  package.  For  informa- 
tion on  this  and  other  opportunities  in  the  Upper  Midwest,  contact  and 
send  C.V.  to  Mary  Jo  Cordes,  President,  MDsearch,  P.O.  Box  21507,  St. 
Paul,  Minnesota  55121  or  call  612/454-7291;  Fax  612/454-7277. 


GENERAL  SURGEON  — Join  established  lucrative  practice  serving  2 
excellent  hospitals  and  2-county  population  of  35,000.  Peaceful,  scenic 
city  of  8,500.  Excellent  housing,  school  system,  shopping;  progressive 
medical  staff.  Send  C.V.  to  Jim  Schneckloth,  4 Sunset  Place,  Charles 
City,  Iowa  50616. 


FAMILY  PRACTICE  — Fine  opportunity  for  growing  and  lucrative 
group  practice.  Progressive  medical  staff  serves  61-bed  hospital  and 
county  population  of  19,000.  Peaceful,  scenic  city  of  8,500  with  excellent 
housing,  schools,  shopping,  hunting,  sports;  wide  range  of  community 
and  hospital/health  services.  Send  C.V.  to  Jim  Schneckloth,  4 Sunset 
Place,  Charles  City,  Iowa  50616. 


DES  MOINES/FAMILY  PRACTICE  — BC/BE,  residency-trained  family 
physician  needed  for  busy  2-man,  independent  family  practice.  For  more 
information,  contact  manager  at  515/274-3243. 


MEDICAL  OFFICE  — Medical  office  space  to  rent  at  the  Heart  Center. 
Please  call  515/243-1010. 


DENISON,  IOWA  — Seeking  director,  full-time  or  part-time  physicians 
for  newer  low  volume,  72-bed  hospital  emergency  department.  Demo- 
cratic group,  excellent  compensation,  paid  malpractice  insurance  with 
unlimited  tail  coverage  and  full  benefit  package  to  full-time  staff.  Li- 
cense reimbursement  for  out-of-state  physicians.  Other  locations  cur- 
rently available.  Contact  Acute  Care,  Inc.,  P.O.  Box  515,  Ankeny,  Iowa 
50021;  1-800/729-7813. 


BC/BE  PEDIATRICIAN  — Needed  to  join  group  of  6 within  70-physi- 
cian multispecialty  clinic.  This  growing  and  diverse  practice  offers  a 
competitive  salary  plus  incentive,  insurances  and  benefits,  excellent 
hospitals,  schools,  colleges,  cultural  and  recreational  activities  in  town 
of  60,000.  Practice  serves  a tri-state  area  of  225,000  population.  Send 
C.V.  to  Denis  P.  Albright,  Director  of  Physician  Recruiting,  Medical 
Associates  Clinic,  P.C.,  1000  Langworthy,  Dubuque,  Iowa  52001  or  call 
319/589-9981. 


MANKATO  CLINIC,  LTD.  — A progressive  group  practice  is  seeking 
BE/BC  physicians  in  the  following  specialties:  dermatology,  family  prac- 
tice, gastroenterology,  invasive  cardiology,  oncology/hematology,  pedi- 
atrics, urology,  orthopedic  surgery,  pulmonology  and  general  internal 
practice.  The  Mankato  Clinic  is  a 50-doctor  multispecialty  group  practice 
in  south  central  Minnesota  with  a trade  area  population  of  +250,000. 
Guaranteed  salary  first  year,  incentive  thereafter  with  full  range  of 
benefits  and  liberal  time  off.  For  more  information,  call  Roger 
Greenwald,  Executive  Vice  President  or  Dr.  B.C.  McGregor,  President 
at  507/625-1811  or  write  501  Holly  Lane,  Mankato,  Minnesota  56001. 


LONE  TREE,  IOWA  — Longtime  established  general  practice  and 
equipped  2-person  clinic.  Available  June  1, 1992.  25  minutes  from  Iowa 
City,  Mercy  Hospital,  University  Hospitals.  I am  retiring  after  32  years 
of  practice  in  this  progressive  community  of  1100,  with  46-bed  care 
center  (JCAH  accredited)  and  school  K-12.  For  more  information  contact 
Keith  F.  Mills,  M.D.,  107  Jayne  St.,  Lone  Tree,  Iowa  52755  or  call  319/ 
629-4214  (office),  319/629-4220  (residence). 


FAMILY  PRACTICE,  DEWITT,  IOWA  — (20  miles  north  of  Davenport, 
Iowa).  BC/BE  FP  needed  to  take  over  a practice  on  June  1,  1992.  Well 
established  practice.  Guaranteed  salary.  Jim  Ragland,  Administrator, 
DeWitt  Community  Hospital,  1118  11th  Street,  DeWitt,  Iowa  52742;  319/ 
659-3241. 


McCRARY-ROST  CLINIC,  P.C.  — Seeking  family  practice/general 
practice  physicians  for  their  unique  rural  practice.  Practice  opportunities 
are  available  in  Gowrie,  Iowa  and  Lake  City,  Iowa.  The  group  includes 
7 family/general  practice  physicians,  one  general  internist,  2 general 
surgeons  and  2 physician  assistants.  New  facilities,  guaranteed  salary 
with  incentive,  full  range  of  benefits,  liberal  time  off.  A combination 
of  professional  excellence  and  quality  life-style.  For  more  information, 
contact  Ed  Maahs,  Administrator  or  Dave  Linder,  Associate  Administra- 
tor at  800/262-6230  or  712/464-3194. 


EASTERN  IOWA,  FAMILY  PRACTICE  — Vinton  is  located  in  the  heart 
of  the  Iowa  City-Cedar  Rapids-Waterloo  corridor,  just  11  miles  from 
1-380.  Our  3-person  family  practice  is  expanding  to  5.  Call  is  shared 
equally.  On  weekends  and  most  holidays,  ER  coverage  is  provided  by 
the  hospital.  The  clinic,  redecorated  in  1990,  is  adjacent  to  the  hospital. 
We  receive  outstanding  support  from  the  local  hospital  and  referral 
center  in  Cedar  Rapids.  We  are  seeking  BE/BC  family  physicians  who 
desire  a rural  life-style  and  practice,  yet  would  enjoy  easy  access  to 
Cedar  Rapids  and  Iowa  City.  Send  resume,  in  confidence,  or  call:  Sandy 
Schipper,  Director  of  Practice  Operations,  STL  Health  Resources,  Cedar 
Rapids,  Iowa  52403,  phone  319/369-8021. 


CHARITON,  IOWA  — Weekend  coverage  available  in  low  volume  ED 
at  this  progressive  56-bed  hospital.  Occasional  weekday  coverage  and 
developing  weeknight  coverage  in  future.  Part-time  openings  can  evolve 
into  rewarding  full-time  opportunity.  Democratic  group,  excellent  com- 
pensation, paid  malpractice  insurance  with  unlimited  tail  coverage  and 
full  benefit  package  to  full-time  staff.  License  reimbursement  for  out- 
of-state  physicians.  Other  locations  currently  available.  Contact  Acute 
Care,  Inc.,  P.O.  Box  515,  Ankeny,  Iowa  50021;  1-800/729-7813. 


INTERNAL  MEDICINE  — Shenandoah,  Iowa,  well-balanced  practice 
opportunity  including  consultations  and  procedures,  good  on-call 
schedule  with  BC  internist.  Desirable,  family  oriented  community  with 
very  solid  economic  base.  Progressive  hospital  with  congenial  medical 
staff  and  subspecialty  clinic  program.  Contact  David  Drew,  Administra- 
tor, Shenandoah  Memorial  Hospital,  300  Pershing,  Shenandoah,  Iowa 
51601  or  call  712/246-1230. 
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GENERAL  SURGERY  — Delaware  County  Memorial  Hospital  is  ac- 
tively recruiting  a general  surgeon  to  replace  Dr.  James  Stull  who  has 
had  a full  time  surgical  practice  for  the  past  several  years.  Dr  Stull  is 
anticipating  retirement  in  the  next  few  years  (timing  is  flexible).  Pres- 
ently there  is  a hospital-based  full  surgical  practice  which  includes 
general  surgery,  obstetrics,  gynecology  and  endoscopy.  Please  contact 
James  Stull,  M.D.  at  319/927-3232,  Larry  Severidt,  M.D.  at  319/927-2629 
or  Craig  Thompson,  D.O.  at  319/933-6277. 


PEDIATRICS  — Marshfield  Clinic,  a 400-physician  multispecialty 
group  practice,  is  seeking  BE/BC  pediatricians  to  join  expanding  re- 
gional centers  in  Chippewa  Falls  and  Rice  Lake,  Wisconsin.  These  are 
beautiful,  wooded  Wisconsin  areas  with  an  abundance  of  lakes,  rivers 
and  streams.  Both  communities  offer  a thriving  economic  environment, 
clean  air,  low  crime,  excellent  schools  and  exceptional  4 season  recre- 
ation. Chippewa  Falls  is  a community  of  22,000  with  8-10,000  permanent 
residents  living  around  adjacent  Lake  Wissota.  It  borders  Eau  Claire, 
Wisconsin,  a city  of  nearly  80,000  which  includes  a major  campus  of  the 
University  of  Wisconsin.  Rice  Lake  is  a lakeside  community  of  8,500 
people.  In  addition  to  excellent  primary  and  secondary  schools,  both 
public  and  parochial,  educational  opportunities  include  a U.W.  Center 
and  V.T.A.E.  campus.  Both  opportunities  have  beautiful  new  clinic 
buildings  situated  adjacent  to  comparably  modem  and  progressive  hos- 
pitals. In  addition  to  their  many  local  resources,  the  nearby  proximity 
of  major  metropolitan  areas  (i.e.,  IV2  hours  from  Minneapolis/St.  Paul) 
provides  a catalog  of  readily  accessible  cultural  activities,  shopping, 
fine  dining  and  professional  spectator  sports.  Each  opportunity  has  its 
own  special  qualities  with  more  attractive  features  relative  to  individual 
needs  and  preferences.  Emphasis  on  life-style  and  quality  practice  is 
combined  with  a guaranteed  salary  and  outstanding  fringe  benefit  pack- 
age. If  this  combination  of  professional  excellence  and  life-style  made 
possible  through  the  backup  resources  of  a leading  medical  center  in 
conjunction  with  the  uncommon,  varied  beauty  of  Wisconsin's  land  and 
lakes  sounds  interesting  to  you,  please  send  CV  and  references  to  David 
L.  Draves,  Director  Regional  Development,  1000  North  Oak  Avenue, 
Marshfield,  Wisconsin  54449  or  call  1/800-826-2345,  extension  5376. 


OTOLARYNGOLOGY,  BRAINERD,  MINNESOTA  — Join  22  M.D. 
multispecialty  clinic.  No  capitation.  No  start-up  costs.  Two  hours  from 
Minneapolis.  Beautiful  lakes  and  trees;  ideal  for  families.  Call  collect/ 
write  Curtis  Nielsen,  218/828-7105  or  218/829-4901,  P.O.  Box  524,  Brain- 
erd,  Minnesota  56401. 


PEDIATRICS,  BRAINERD,  MINNESOTA  — Join  pediatrician  in  22 
M.D.  multispecialty  clinic.  No  capitation.  No  start-up  costs.  Two  hours 
from  Minneapolis.  Beautiful  lakes  and  trees;  ideal  for  families.  Call 
collect/write  Curtis  Nielsen,  218/828-7105  or  218/829-4901,  P.O.  Box  524, 
Brainerd,  Minnesota  56401. 


ARE  YOU  SEEKING  A POSITION  IN  NEONATOLOGY,  ORTHOPE- 
DICS, DERMATOLOGY,  ALLERGY,  RADIOLOGY,  ONCOLOGY  OR 
NEUROSURGERY?  — We  have  attractive  positions  in  Ohio,  Michigan, 
Missouri,  Wisconsin  and  Nebraska.  Attractive  guarantees  and  benefit 
packages.  Single  or  multispecialty  groups.  To  discuss  your  practice  pref- 
erences and  these  opportunities  please  call  our  toll  free  number,  1/800- 
243-4353  or  send  CV  to  STRELCHECK  & ASSOCIATES,  INC.,  10624  N. 
Port  Washington  Road,  Mequon,  Wisconsin  53092. 


FAMILY  PRACTICE,  OB-GYN  AND  INTERNAL  MEDICINE  — Posi- 
tions are  available  in  a variety  of  settings  from  central  Ohio,  through 
Michigan,  Illinois  and  Wisconsin  to  the  rolling  plains  of  Kansas.  Single 
or  multispecialty  groups,  solo  with  generous  call  coverage  or  faculty  FP. 
Attractive  guarantees  and  benefits.  For  more  information  please  contact 
our  toll  free  number,  1/800-243-4353  or  send  your  CV  to  STRELCHECK  & 
ASSOCIATES,  INC.,  10624  N.  Port  Washington  Road,  Mequon,  Wiscon- 
sin 53092. 


OB/GYN,  ORTHOPEDIC  SURGEON,  FP  — Midwest  community  45 
minutes  from  Des  Moines,  Iowa  seeks  OB/GYN  to  join  group  of  4 BC 
physicians.  Immediate  patient  base.  Excellent  income  guarantee  and 
benefits.  ORTHOPEDIC  SURGEON  sought  for  private  practice.  Interest 
in  hand  or  total  joint  especially  welcome.  Income  guarantee  plus  com- 
prehensive benefits  package.  JCAH  surgical  center.  Several  FAMILY 
PRACTICE  opportunities  available;  join  8 BC  FPs  in  1:9  call.  Join  garden 
variety  practice  or  hospital  owned,  family  health  center.  No  call.  Call 
Darlene  Graffio,  E.G.  Todd,  1-800/669-9822. 


IMPORTANT  OPPORTUNITIES  — Dermatology,  family  practice,  oc- 
cupational medicine,  obstetrics/gynecology.  BE/BC  for  expanding  36- 
physician  multispecialty  group.  Dynamic  area  hub  city  of  30,000  ranked 
7th  in  Midwest  in  desirability/quality  of  life.  Referral  area  250,000  in- 
cluding 6 important  satellites.  Superb  secondary  level  hospital  advan- 
tages. Equidistant  from  Minneapolis  and  Des  Moines  on  1-35.  Secure 
future  with  guaranteed  salary,  incentive  income,  outstanding  benefits. 
Information  wats  1-800/798-4321  or  write  to  Recruitment  Coordinator, 
Park  Clinic,  890  North  Eisenhower,  Mason  City,  Iowa  50401. 


FAMILY  PHYSICIAN,  CEDAR  RAPIDS  — Family  physician  for  assist- 
ant director  position  in  Cedar  Rapids  Family  Practice  Residency,  Cedar 
Rapids,  Iowa.  Interest  in  obstetrics  required;  writing  or  research  is  en- 
couraged with  adequate  time  and  support  available.  Full  range  of  faculty 
responsibilities  including  clinical  teaching,  patient  care  and  administra- 
tion; a cooperative  approach  to  decision-making  and  planning.  Ideal 
candidate  will  be  family  practice  residency-trained  and  ABFP  certified/ 
eligible.  Residency  jointly  sponsored  by  2 community  hospitals  with 
900  beds,  24  residents  and  no  competing  residencies.  Strong  philosophi- 
cal and  financial  support  from  hospitals  and  medical  community.  Fully 
accredited  by  ACGME,  operational  since  1971.  Excellent  salary  and  ben- 
efits; creative  and  challenging  environment.  Send  inquiries  to:  Curtis  L. 
Reynolds,  III,  M.D.,  Director,  Cedar  Rapids  Medical  Education  Program, 
1026  "A"  Avenue  NE,  Cedar  Rapids,  Iowa  52402. 


EMERGENCY  MEDICINE  OPPORTUNITIES  — Directorship  and  staff 
positions  for  emergency  physicians.  A wide  variety  of  locations  and 
practice  options.  Attractive  compensation  packages  with  guarantee  and 
modified  fee  for  service,  paid  malpractice  and  generous  benefits.  Physi- 
cian-owned and  operated  group  looking  for  career-oriented  physicians 
with  expertise  in  emergency  or  primary  care  medicine.  Excellent  oppor- 
tunities available  now.  Send  CV  to  Sheila  Jorgensen,  Emergency  Prac- 
tice Associates,  P.O.  Box  1260,  Waterloo,  Iowa  50704  or  call  1-800/458- 
5003. 


1992-93  FAMILY  PRACTICE 
PGY2 

POSITIONS  AVAILABLE 

A limited  number  of  PGY2  positions  in 
an  accredited  Family  Practice  Resi- 
dency Program  are  available  beginning 
July  1 , 1 992.  Applicants  must  have  suc- 
cessfully completed  a PGY1  year  in  an 
accredited  and/or  related  specialty  or 
Transitional  Year  program. 

If  interested  contact: 

L.  D.  Beaty,  M.D. 

Acting  Director 
Broadlawns  Medical  Center 
Family  Practice  Residency  Program 
1801  Hickman  Road 
Des  Moines,  Iowa  50314 
515/282-2293 
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Physicians'  Directory 


ALLERGY 


RICHARD  L.  COOLEY,  M.D. 

PARK  CLINIC 
MASON  CITY  50401 
515/421-5677 

PEDIATRIC  AND  ADULT  ALLERGY,  P.C. 
GEORGE  G.  CAUDILL,  M.D. 

VELIKO  K.  ZIVKOVICH,  M.D. 

1212  PLEASANT,  SUITE  110 
DES  MOINES  50309 
515/244-7229 

CERTIFIED  BY  AMERICAN  BOARD  OF 
ALLERGY  & IMMUNOLOGY  IN 
PEDIATRIC  & ADULT  ALLERGY 

ALLERGY  INSTITUTE,  P.C. 

A.  Y.  AL-SHASH,  M.D. 

1701  22ND  STREET,  SUITE  207 
WEST  DES  MOINES  50265 
515/223-8622 

|OHN  A.  CAFFREY,  M.D.,  P.C. 

1212  PLEASANT,  SUITE  106 
DES  MOINES  50309 
515/243-0590 

ALLERGY  & IMMUNOLOGY 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 

ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

CHARLES  W.  LOVE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY,  MOHS'  SURGERY  FOR 
SKIN  CANCER,  AND  LASER  SURGERY 


ELECTRODIAGNOSIS 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


|OHN  MILNER-BRAGE,  M.D. 

208  ST.  FRANCIS  PROFESSIONAL  BUILDING 

WATERLOO  50702 

319/234-6446 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  STUDIES 
CERTIFIED  BY  AMERICAN  BOARD 
OF  ELECTRODIAGNOSTIC  MEDICINE 


EMERGENCY  MEDICINE 


ACUTE  CARE,  INC. 

P.O.  BOX  515 
ANKENY  50021 

515/964-2772  OR  1-800/729-7813 

EMERGENCY  CARE  CONTRACTING 


GASTROENTEROLOGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

JEFFREY  STAHL,  M.D. 

WILLIAM  SEMON,  D.O. 

ALLEN  KAUFMAN,  M.D. 

2600  GRAND  AVENUE,  SUITE  400 
DES  MOINES  50312 
515/288-6097 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 

ABDOMINAL  PAIN  INSTITUTE 
JAMES  P.  GOULD,  M.D. 

1060  4TH  STREET 
DES  MOINES  50314 
515/244-4325 

PRACTICE  LIMITED  TO  DIAGNOSTIC 
GASTROENTEROLOGY  AND  ENDOSCOPY 


INFECTIOUS  DISEASES 


CHEST,  INFECTIOUS  DISEASES  & CRITICAL 
CARE  ASSOCIATES,  P.C. 

DANIEL  H.  GERVICH,  M.D. 

ALLEN  G.  RUBEN,  M.D. 

INFECTIOUS  DISEASES 
1601  NW  114TH,  SUITE  347 
DES  MOINES  50325-7072 
24  HOUR  515/224-1777 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUI,  M.D.,  F.A.A.P. 
A.  MADIA,  M.D. 

NEWBORN  SPECIALIST,  P.C. 
411  LAUREL,  SUITE  2310 
DES  MOINES  50314 
24  HOUR  515/247-8600 


NEUROLOGY 


NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  D.O. 

DAVID  L.  FRIEDGOOD,  D.O. 

STEVEN  R.  ADELMAN,  D.O. 

JOSEPH  M.  DORO,  D.O. 

GEORGE  S.  H.  MAKARI,  M.D. 

DEBRA  A.  BENJAMIN,  D.O. 

1750  28TH  STREET,  SUITE  1 
WEST  DES  MOINES  50265 
515/223-1917 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


NEUROSURGERY 


NEURO-ASSOCIATES,  P.C. 

ROBERT  C.  JONES,  M.D. 

S.  RANDY  WINSTON,  M.D. 

DOUGLAS  R.  KOONTZ,  M.D. 

SCOTT  C.  ERWOOD,  M.D. 

TERRACE  PLACE 

2600  GRAND  AVENUE,  SUITE  210 
DES  MOINES  50312 
515/283-2217 

PRACTICE  LIMITED  TO  NEUROSURGERY 

JAMES  R.  LAMORGESE,  M.D. 

CHAD  D.  ABERNATHEY,  M.D. 

1519  CENTER  POINT  RD.,  N.E. 

CEDAR  RAPIDS  50402 
319/366-0481 

PRACTICE  LIMITED  TO  NEUROSURGERY 

HOSUNG  CHUNG,  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  155 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO  NEUROSURGERY 

EUGENE  E.  HERZBERGER,  M.D. 

300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO  NEUROSURGERY 
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ROBERT  A.  HAYNE,  M.D. 
THOMAS  A.  CARLSTROM,  M.D. 
DAVID  J.  BOARINI,  M.D. 

1215  PLEASANT,  SUITE  608 
DES  MOINES  50309 
515/283-5760 

NEUROLOGICAL  SURGERY 


OPHTHALMOLOGY 


NORTH  IOWA  EYE  CLINIC,  P.C. 

ADDISON  W.  BROWN,  |R.,  M.D. 

MICHAEL  L.  LONG,  M.D. 

BRADLEY  L.  ISAAK,  M.D. 

RANDALL  S.  BRENTON,  M.D. 

JAMES  L.  DUMMETT,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1877 
MASON  CITY  50401 
515/423-8861 
GENE  E.  MEGER,  M.D. 

ROBERT  R.  KELLER,  M.D. 

853  SECOND  AVENUE,  S.E. 

CEDAR  RAPIDS  52403 
319/365-7535 

PRACTICE  LIMITED  TO  OPHTHALMOLOGY 

WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D. 

RUSSELL  H.  WATT,  M.D. 

JOHN  M.  GRAETHER,  M.D. 

RUSSELL  R.  WIDNER,  M.D. 

GILBERT  W.  HARRIS,  M.D. 

JAMES  A.  DAVISON,  M.D. 

NORMAN  F.  WOODLIEF,  M.D. 

ERIC  W.  BLIGARD,  M.D. 

DAVID  D.  SAGGAU,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/754-6200 
SATELLITE  OFFICES: 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

300  SOUTH  KENYON  ROAD 
FORT  DODGE  50501 

515/576-7777 

516  SOUTH  DIVISION  STREET 
CEDAR  FALLS  50613 
319/277-0103 

OPHTHALMIC  ASSOCIATES,  P.C. 

ROBERT  D.  WHINERY,  M.D. 

STEPHEN  H.  WOLKEN,  M.D. 

ROBERT  B.  GOFFSTEIN,  M.D. 

LYSE  S.  STRNAD,  M.D. 

540  E.  JEFFERSON,  SUITE  201 
IOWA  CITY  52245 
319/338-3623 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D. 

JAMES  W.  WHITE,  M.D. 

CRAIG  C.  HERTHER,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 

IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D. 

EUGENE  PETERSON,  M.D. 

RICHARD  B.  MERRICK,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

STEVEN  R.  HERWIG,  D.O. 

MARK  K.  ZLAB,  M.D. 

1215  PLEASANT,  SUITE  408 
DES  MOINES  50309 
515/283-5780 
1/800/248-4443 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

DANIEL  J.  BLUM,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
WOLFE  CLINIC,  P.C. 

4800  WESTOWN  PARKWAY  REGENCY  #3 
WEST  DES  MOINES  50265 
515/223-8685 

OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  FACIAL  PLASTIC  SURGERY, 
ALLERGY 

PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 

ROBERT  G.  SMITS,  M.D.,  P.C. 

1040  5TH  AVENUE 
DES  MOINES  50314 
515/244-8152 
1/800/622-0002 

EAR,  NOSE  AND  THROAT  SURGERY, 

FACIAL  PLASTIC  SURGERY  AND  HEAD  AND 
NECK  SURGERY 


PATHOLOGY 


LABORATORY  OF  CLINICAL  MEDICINE 
DAVID  W.  GAUGER,  M.D. 

ROBERT  L.  MAAS,  M.D. 

L.  JEFF  RISSMAN,  M.D. 

11380  AURORA  AVENUE 
DES  MOINES  50322 
515/276-8402 
CLINICAL  CHEMISTRY, 

RADIOIMMU  NOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOCY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY 


PHYSICAL  MEDICINE  & 
REHABILITATION 


REHABILITATION  MEDICINE  ASSOCIATES 
WILLIAM  D.  DEGRAVELLES,  JR.,  M.D. 
CHARLES  F.  DENHART,  M.D. 

MARVIN  M.  HURD,  M.D. 

WILLIAM  C.  KOENIG,  JR.,  M.D. 

KAREN  KIENKER,  M.D. 

YOUNKER  REHABILITATION 
CENTER 

IOWA  METHODIST  MEDICAL  CENTER 
1200  PLEASANT 
DES  MOINES  50308 
515/283-6434 


PSYCHIATRY 


CAVALLIN  AND  ASSOCIATES,  P.C. 
HECTOR  W.  CAVALLIN,  M.D. 

1301  PENNSYLVANIA,  SUITE  116 
DES  MOINES  50316 
515/265-1149 

PSYCHIATRIC  AND  PSYCHOLOGICAL 
SERVICES  FOR  ADULTS,  ADOLESCENTS, 
CHILDREN  AND  INFANTS 


PULMONARY  MEDICINE 


CHEST,  INFECTIOUS  DISEASES  & CRITICAL 
CARE  ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

STEVEN  G.  BERRY,  M.D. 

DONALD  L.  BURROWS,  M.D. 

MICHAEL  WITTE,  D.O. 

PULMONARY  DISEASES 
1601  NW  114TH,  SUITE  347 
DES  MOINES  50325-7072 
24  HOUR  515/224-1777 


SURGERY 


JOHN  G.  GANSKE,  M.D. 

1301  PENNSYLVANIA,  SUITE  312 
DES  MOINES  50316 
515/266-6558 

PLASTIC,  RECONSTRUCTIVE  AND 
HAND  SURGERY 

SINESIO  MISOL,  M.D. 

411  LAUREL,  SUITE  3300 
DES  MOINES  50314 
515/247-8400 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

SURGICAL  AFFILIATES,  P.C. 

JAMES  M.  CATERINE,  M.D.,  F.A.C.S. 

C.  DAVID  SMITH,  M.D. 

KATHLEEN  L.  SMITH,  M.D. 

KENDALL  REED,  D.O.,  F.A.C.O.S. 

STEVEN  A.  CAHALAN,  M.D. 

ONYEBUCHI  UKABIALA,  M.D.,  F.R.C.S. 

JOHN  STERN,  M.D. 

411  LAUREL,  SUITE  2100 
MERCY  MEDICAL  PLAZA  EAST 
DES  MOINES  50314 
515/247/3266 

GENERAL,  THORACIC,  VASCULAR, 
ONCOLOGIC  AND  PEDIATRIC  SURGERY 

WENDELL  DOWNING,  M.D. 

1212  PLEASANT  STREET,  SUITE  410 
DES  MOINES  50309 
515/241-5767 

DISEASES  AND  SURGERY  OF  THE  COLON 
AND  RECTUM 
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In  the  Public  Interest 


Defusing  a Bomb 


IT  has  been  about  io  years  since  Americans 
began  acknowledging  the  existence  of  a sex- 
ually-transmitted disease  that  has  implanted  a 
time  bomb  in  our  population.  AIDS  has  killed 
120,000  Americans;  182  were  Iowans. 

Experts  estimate  the  virus  which  leads  to 
active  AIDS  has  been  spread  to  over  a million 
carriers.  These  people  are  spreading  the  virus 
— most  of  them  unknowingly  — to  millions  of 
others  through  indiscriminate  sex  practices  and 
sharing  needles.  The  death  toll  and  infection 
risk  are  rising  geometrically.  The  primary 
spread  of  HIV  is  now  in  the  heterosexual  popu- 
lation, threatening  our  young  people  and  chil- 
dren. 

With  308  recorded  cases,  Iowa  has  not  es- 
caped the  AIDS  epidemic. 

Physician  Efforts 

The  Iowa  Medical  Society's  Committee  on 
AIDS  has  been  in  existence  for  several  years 
and  is  involved  in  educating  physicians  and 
making  rcommendations  regarding  AIDS  is- 
sues. 

However,  the  IMS  is  also  part  of  a coalition 
trying  to  spread  a very  important  message  to 
Iowa's  young  people  . . . the  best  defense 
against  AIDS  is  prevention.  Prevention  only 
comes  through  awareness  and  education.  The 
Iowa  AIDS  Network  — comprised  of  various 
state  and  private  agencies  — hopes  World 
AIDS  Awareness  Day  will  boost  that  educa- 
tional process. 

The  Iowa  Statewide  AIDS  Network  be- 
lieves every  school  child  in  Iowa  should  be 
taught  AIDS  prevention  accurately  and  explic- 
itly, and  the  group  has  the  figures  to  back  up 
this  belief. 

According  to  Elain  Edge,  AIDS  consultant 
for  the  Iowa  Department  of  education,  a survey 
report  of  student  risk  behavior  in  Iowa  has 
been  conducted  each  year  as  part  of  an  agree- 


ment with  the  Centers  for  Disease  Control.  That 
survey  will  now  be  conducted  on  alternate 
years. 

“This  survey  helps  us  identify  the  need  for 1 
educational  preventive  efforts,"  she  explains. 

Sexually  Active 

The  1990  survey  results  are  surprising. 
Nearly  70%  of  12th  graders  have  had  sexual 
intercourse;  24%  of  seniors  have  had  sex  with 
4 or  more  partners.  Four  percent  of  9-12th  grad- 
ers have  had  sex  with  4 or  more  partners  dur- 
ing the  past  3 months. 

Most  frightening  of  all,  only  20%  of  the  9- 
12th  grade  students  surveyed  said  they  usee 
condoms  to  prevent  sexually  transmitted  dis 
ease. 

In  conjunction  with  AIDS  World  Aware 
ness  Day  December  1,  the  Iowa  Statewide  AID! 
Network  is  sponsoring  a number  of  educa 
tional  efforts,  including  Awareness  Day  pack 
ets  distributed  by  the  Red  Cross,  an  AID! 
Awareness  Day  proclamation  by  Governol 
Branstad  and  interviews  regarding  AIDS  edu 
cation  on  local  radio  and  television. 

“Our  goal  is  to  prepare  Iowans  to  shar 
the  challenge  of  AIDS  awareness,  compassio: 
and  prevention,"  concludes  Ms.  Edge. 
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